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waterlogging... 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 
orthopnea and cardiac asthma. 


Ampuls of 1 cc.. 2 cc., and 10 cc. vials. 


*Stead, E. A., Jr., in Cecil, R. L., and 
Loeb, R. F.: Textbook of Medicine, ed. 8, 
Philadelphia, W. B. Saunders Co., 

1951, p. 1065. 
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Arteriovenous Aneurysm of The Brain 


Report of a Case Treated by Total Excision 


LuTHER C, Martin, M. D.*° anb Josepu V. Jerrorps, M. D. 


the 
rare 


rteriovenous aneurysms of brain 
A were once considered a lesion. 
However, in recent years, since the de- 
cerebral angiography, these 
been recognized with much 
vreater frequency. Dandy' remarked that these 
lesions occur in about 0.5 - 1.0 per cent of 


velopment of 


lesions have 


cases in clinics where neurological material is 
concentrated. However, with the recent use of 
cerebral angiography, neurological 
clinics? report an incidence of as high as 1.8 
per cent of arteriovenous aneurysms among the 


some 


neurological cases. 

The most frequent symptom of §arterio- 
enous aneurysms is the epileptic seizure. 
This occurs in about half of the cases. These 
eizures are often focal in character, occasion- 
lly spreading in the typical Jacksonian march 
‘rom the site of origin. The second most fre- 
quent symptom is subarachnoid hemorrhage. 
The incidence of intracerebral hemorrhage is 
lso fairly high with these lesions. It is this 
ather high incidence of bleeding which 
auses the high mortality with arteriovenous 
valformations. In a recent review by Allegre 
nd Walker, a review of 313 cases of proved 
pontaneous subarachoid hemorrhage revealed 
hat 40.2 per cent of the patients died in the 
nitial attack. Of those surviving, 36.3 per cent 
ied in the second attack. Of the remainder of 
ie patients, 28.1 per cent died in the third or 

subsequent attack. The mortality was great- 

t in the first week following hemorrhage, 
3.4 per cent dying in this period. It has also 

en reported by several observers that. a 
Instructor in Neurosurgery. From the Department of 


surgery (Neurosurgery), Medical College of South 
arolina. 


second hemorrhage occurs within two or three 
weeks after the initial hemorrhage in about 
two-thirds of the cases. This is a very signifi- 
cant observation when the time for treatment 
of these lesions is considered. 

Other less frequent symptoms of arterio- 
venous aneurysms are headache, papilledema, 
and exophthalmous. There is also a fairly high 
incidence of slight to moderate mental changes 
in these patients. These mental changes are 
secondary either to destruction of the brain 
by hemorrhage or to atrophy following 
numerous epileptic seizures. Bruits may be 
heard occasionally over the cranium of the 
patients. However, the occurrence of a bruit is 
not arteriovenous ane- 
urysms, as it can also occur in saccular ane- 


pathognomonic of 


urysms and vascular tumors. 

X-ray studies are of great value in the diag- 
nosis of these lesions. There are often changes 
in the skull secondary to the increased vascu- 
larity, causing increased or abnormal vascular 
markings. In a small percentage of cases there 
is also evidence of calcium deposits, either 
around the abnormal vessels or in the site of 
an old clot. However, by far the most im- 
portant study is cerebral angiography. This 
procedure was introduced in 1927 by Egas 
Moniz.* Since that time the procedure has 
been greatly improved and simplified. With 
the development of less toxic radio-opaque 
solutions, the incidence of complications from 
this procedure has diminished. The majority 
of the cases now can be done under local anes- 
thesia, injecting the radio-opaque material per- 
cutaneously into the common carotid artery or 
the vertebral artery. The contrast material 
used in most cases is 35% Diodrast. Not only 





are the cerebral angiograms very valuable in 
the diagnosis of the lesions, but they are 
equally valuable in planning the surgical at- 
tack upon the lesion. It is of great importance 
to know what arteries supply the lesion, the 
size of the lesion, and what veins drain it, be- 
fore an operative attack is made. 

The treatment of arteriovenous aneurysms 
of the brain has changed completely in the 
past 10 to 20 years. Cushing and Bailey5 and 
Dandy® considered these lesions practically in- 
operable. They recommended decompression 
and X-ray treatment in most cases. However, 
with the recent development of more accurate 
diagnosis with cerebral angiography, the de- 
velopment of newer surgical techniques, and 
the use of controlled hypotension during the 
surgery, many neurosurgeons now feel that 
these lesions should be given the benefit of 
radical surgical removal. However, the num- 
ber of reported cases of successful removal of 
arteriovenous aneurysms is rather small. The 
largest series is that of Olivecrona and Riives,? 
but there are other reports by Penfield and 
Erickson,” Pilcher,® Dott,? and Bassett.'° Un- 
less there are objective findings of progressive 
neurological deficit, uncontrolled convulsions, 
severe pain, or recurrent intracranial bleeding, 
active surgical attack is not usually recom- 
mended. 

The following case represents an arterio- 
venous aneurysm in the right frontal lobe 


which was completely removed surgically. 
This case demonstrates some of the previously- 
mentioned points in the diagnosis and treat- 
ment of arteriovenous aneurysms. 


Case I. S. M. A 24-year-old white female was ad- 
mitted to Roper Hospital on November 7, 1952 with 
a history of a sudden onset of severe headache. This 
headache was not localized and became progressively 
more severe. Following immediate admission to the 
hospital patient became very irritable and at times 
incoherent. She later became drowsy and difficult to 
arouse for examination. No history of previous similar 
attacks. Family history negative. 

The physical examination on admission revealed a 
very drowsy young white female who would respond 
slightly to questions but was not very cooperative for 
examination, There was no bruit heard over the skull. 
The neck was moderately stiff to flexion. The pupils 
were small, round, and equal in reaction to light. The 
optic discs were blurred bilaterally and the left disc 
was elevated about two diopters. There were no 
retinal hemorrhages. Movements of the eye were nor- 
mal, as well as the visual fields to confrontation. There 
was no motor or sensory loss. The deep tendon re- 
flexes were equal and active throughout. There were 
equivocal bilateral Babinski reflexes. B. P. 125 /80. 
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A spinal tap was done on admission which revealed 
grossly bloody spinal fluid under increased pressure 
about 400 mm. of water. Only a small amount of fluid 
was withdrawn. 

As soon as it was obvious that the patient had a 
subarachnoid hemorrhage she was placed on absolut 
bed rest, with sufficient sedatives to keep hei 
absolutely quiet. The headache persisted for one week 
and the patient also developed a very stiff neck and 
marked photophobia. The spinal puncture was re- 
peated after a week in the hospital. At this time th« 
fluid was xanthrochromic, under an opening pressur 
of 250 mm. of water. 

On November 18, 11 days after admission, a cere 
bral angiogram was done by percutaneous injection of 
the right carotid artery. These studies revealed a mass 
of blood vessels, an arteriovenous aneurysm or fistula, 





Figure 1. Lateral Cerebral Angiogram; Arterial Phase. 
Note arteriovenous aneurysm at frontal pole, with 
large arterial branch of anterior cerebral artery supply- 
ing the lesion. 


Figure 2. A.-P. Cerebral Angiogram; Late Arterial 
Phase. Note arterial supply from anterior cerebral 
artery on medial aspect of frontal lobe. 
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Figure 3. Lateral Cerebral Angiogram; Venous Phase. 
Note the two large veins arising in the lesion and 
draining into the sagittal sinus. 

in the right frontal lobe at its anterior, inferior, and 
medial margins. (Figures 1, 2, and 3). The arterial 
supply was derived primarily from branches of the 
anterior cerebral artery. The venous return was 
primarily through two large veins draining into the 
superior sagittal sinus. 

On November 25 a right frontal osteoplastic cranio- 
tomy was done. Prior to this procedure the internal 
carotid artery was exposed in the neck for control of 
the intracranial bleeding. When the dura was opened 
a large mass of blood vessels was found covering the 
entire tip of the frontal lobe. (Figure 4). There was 
red arterial blood entering several of the very large 

vins which drained the lesion. The brain was re- 
tracted laterally at the midline and several branches 
of the anterior cerebral artery were identified, clipped, 
and coagulated. The anterior two inches of the frontal 
lobe was then slowly removed by use of the electro- 














gure 4, Drawing of Arteriovenous Aneurysm 4s 
‘en at operation. Note the large veins draining the 
ion, 


scalpel and blunt dissection. The arterial branches 
feeding the lesion were isolated and clipped. After all 
of the efferent arteries had been clipped, the mass of 
blood vessels comprising the lesion and the afferent 
veins completely collapsed. The draining veins were 
then clipped and coagulated. 

Postoperatively the patient made a rapid recovery. 
The mee er | examination remained within normal 
limits. There were typical symptoms usually seen after 
frontal lobectomy, such as loss of inhibition, talkative- 
ness, loss of abstract thought and euphoria. The pa- 
tient was discharged 10 days after operation. 

The patient has now been followed for a period of 
16 months. Her frontal lobe symptoms have com- 
pletely disappeared and the neurological examination 
is completely within normal limits. There have been 
no seizures, and rarely a headache. As best as can be 
determined by the patient’s husband, there have been 
no residual changes in personality. 


Discussion. 

The symptoms of recurrent convulsive seiz- 
ures, particularly focal in nature, occurrence 
of subarachnoid or intracerebral hemorrhage, 
particularly in a young person, should arouse 
one’s suspicion of an arteriovenous aneurysm. 
In cases in which there is a subarachnoid 
hemorrhage, angiography should be carried 
out within the first two weeks if possible, due 
to the high percentage of recurrence of the 
subarachnoid bleeding. If the lesion as demon- 
strated by angiography appears to be operable 
we believe that radical operative removal is 
the treatment of choice. If the lesion is con- 
sidered inoperable, conservative treatment, 
such as bed rest, X-ray therapy, and limitation 
of activity is necessary. However, in spite of 
strict adherence to these measures, the in- 
cidence of recurrence of intracranial bleeding, 
and thus the mortality, is high. The value of 
carotid artery ligation and of X-ray therapy in 
these lesions is of questionable value. Thus, 
patients having these formidable lesions 
should, if possible, have the lesion completely 
removed. 
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Help kor The Hearing Handicapped 


Gorpon D. Hoopte, M. D.° 


t is indeed the exceptional extrovert whose 
life’s glow is not dimmed by a hearing loss. 
One who has such a handicap tends to be- 

come introspective, self-centered and _ suspi- 
cious. In the game of life, those who are thus 
afflicted are excluded out, not included in. A 
hearing loss can cripple an individual as much 
as, or even more than, a broken leg. 

As you all know, there are two kinds of hear- 
ing loss. One is conductive; the other per- 
ceptive. Each of these two kinds of hearing 
loss can be reversible or irreversible. A re- 
versible loss is one which may be corrected 
and some, if not all of the loss, restored. In an 
irreversible loss, the changes are such that no 
methods known to medical science can im- 
prove the hearing ability of the ear involved. 
A conduction loss is often reversible but not 
always so. A perceptive loss is seldom re- 
versible. A conductive loss which is irreversible 
does not present the problems of an_ir- 
reversible perceptive loss. A person with a con- 
ductive loss is easily fitted with a hearing aid, 
and such an individual is usually very happy 
with one. 

All one needs to do in such instances is to 
get sound to the inner ear with enough in- 
tensity, and then the ear can hear. This the 
hearing aid can do. In other words, if the in- 
tensity is great enough to push its way through 
the block that is present, the undamaged inner 
ear can still do a remarkably good job. Per- 
ceptive hearing losses are more difficult to 
help for a fair number of those who have such 
losses cannot wear a hearing aid successfully 
simply because the damage to the nerve pro- 
duces enough distrotion of sound or speech 
that no matter how loudly they enter the ear, 
they cannot be understood fully. It is rather 


*Professor Emeritus of Otolaryngology, and Medical 


Director, Hearing and Speech Center, Syracuse 


University, Syracuse, New York. 
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interesting to note that when a perceptive loss 
is profound, it more often than not affects thos: 
in the extremes of life, ie., the very young o1 
the aged. These are the hearing losses which 
reach a maximum in old age and are due to 
the vicissitudes of life as they happen through 
the years to affect a very sensitive organ, the 
ear, and are found in the young who ar 
brought into life with a congenital hearing 
loss. 

Fifty years ago, the phrase “deaf and dumb” 
was in common usage. I can remember as a 
youngster hearing about several people who 
were supposed to be “deaf and dumb” and 
wondered, as did many others, about thei: 
mentality. Gradually, through the ensuing 
years, we have almost ceased to use this 
phrase. This is because, very slowly but 
surely, we have added educational techniques 
to the training of the child with a congenital 
hearing loss, who has normal intelligence, til! 
we have advanced to the point where fewe: 
and fewer of these unfortunates grow up with- 
out acquiring understandable speech. Without 
doubt, the story of Helen Keller has been ai 
outstanding encouragement to the advance- 
ment of this educative process, but this is onl) 
one shining example of the diligent work o 
the part of scores of people who have refuse« 
to let this crippling condition handicap chil 
dren so they cannot develop into norma’ 
personalities. There have been marvelous im 
provements in electrical equipment, particu 
larly since the advent of the electronic age 
which has helped in this program. The notabl: 
improvements in the quality and character o 
hearing aids is one stepping stone in this ad 
vancement. The invention and widespreac 
usage of the audiometer has taught us tha 
very few of the so-called congenitally deaf ar: 
really totally deaf. These children may have : 
profound hearing loss, it is true, but in th 
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ery great majority, there are some remnants of 
iearing left, and it is educable. It is an inter- 
sting commentary on our times that it took a 
var to bring some of these techniques to their 
inest fruition. This was done in the hearing 
enters which were established by the Army 
ind Navy. The service rendered the returning 
veterans was so successful that it has been al- 
most universal experience that no community 
can do better than to model its efforts in be- 
half of the hearing handicapped after these 
centers. There have been modifications, of 
course, depending upon local conditions, but, 
in general, their pattern has been followed. 
This tribute to these military endeavors is in 
no way a slight on the work of the pioneers 
in this field who originated centers and had 
them in operation long before the onset of 
World War II. These earlier centers were not 
the equivalent of the later ones, but they 
rendered a real service to many. 
One of the really significant advances since 
the war has been the origin and use of a 
method which tests hearing objectively rather 
than subjectively. Prior to the war, practically 
all methods for testing hearing depended upon 
the subjective response of the individual to the 
testing tone, i.e., one had to depend on the 
honesty and intelligence of the tested person 
for an accurate appraisal of the hearing loss. 
This meant that the responses of children 
under six or seven years of age were quite un- 
eliable and often useless. About five years ago 
n Baltimore and since in many other centers, 
in objective method of testing hearing was put 
n use. This employs the principle of the con- 
litioned reflex and the individual’s reaction to 
't. The method is known as the psychogalvanic 
kin resistance test. Negative and positive 
lectrodes are put on the front and back of the 
and or the foot and connected with a galvan- 
meter which shows response to any variation 
£ electric impulses between the two elec- 
rodes. Sound is introduced into the ears of an 
idividual undergoing this test, and the sound 
followed in a few seconds by an electric 
hock. This sequence is repeated until the in- 
ividual expects a shock everytime a sound is 
ard. With the expectancy of the shock, there 
sweating of the skin which changes the 
ectric potentials of the two electrodes, and 
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this can be measured as shown in the galvano- 
meter. Thus, the hearing of a child can be 
tested with some degree of accuracy. I have 
seen this done successfully in a child seven 
months of age. This means of testing hearing 
may not be the final method of choice for the 
objective testing of hearing, but it has proved 
to be a boon to the programs of all hearing 
centers which have employed it. One cannot 
always obtain a satisfactory reading, but it is 
possible to do so most of the time. With its 
successful use, the amount of hearing loss can 
be determined very early in life and the whole 
educational program which is necessary to 
bring out the best in a child can be outlined to 
the parents at the time of testing. 

In the Syracuse University Hearing Center, 
psychogalvanic skin resistance tests have been 
employed over four and a half years. A suff- 
cient time has elapsed so that a comparison 
between the early tests and those done several 
years later by regular audiometry has been 
made in many instances. A remarkable cor- 
relation between the two has demonstrated the 
reliability of the so-called skin test. Further 
perfection of electroencephalography tech- 
niques give promise that this procedure may 
furnish another and even more reliable means 
of testing hearing objectively. This is another 
help for the hearing handicapped which is 
probably just around the corner. 

In almost every instance, children with a 
congenital loss (even though it is severe) can 
be taught, and in turn, learn to speak them- 
selves. Class work in special schools is neces- 
sary in most instances, but training at home is 
equally important. Either at home or school, 
there must be frequent repetition of words and 
phrases in conjunction with appropriate pic- 
tures and a chance given for the child to ob- 
serve the associated movements of the muscles 
of the face and lips. Amplification of sound is 
added, first with the use of a table model hear- 
ing aid or a group hearing aid, and later with 
the use of the child’s own individual aid. Such 
children can go on to a college education and 
make their way successfully in after-life. I have 
seen and personally know several who have 
done so, amongst them one who acquired a 
Phi Beta Kappa key en route. 

The training of adults with a severe hearing 
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loss differs from the training of children only 
in the advanced lesson material which the 
adults can assimilate. I know of one woman 
in her forties who had suffered a severe hear- 
ing loss in early childhood. She had never had 
any auditory training and she had never worn 
a hearing aid. Two years ago, she took a course 
of auditory training. I saw her after several 
weeks of such exercises and the afternoon I 
watched her, she correctly interpreted, with- 
out the aid of lip reading, better than fifty per 
cent of the material which was put into her 
ear. She admitted to me there that previous to 
this training, she had not understood anything 
that had been said to her for forty-three years. 

\ few weeks ago, I saw in my office, a young 
girl of twenty-two who came to me for an ap- 
praisal of her hearing. She was a senior in col- 
lege and was seeking advice about future 
employment. marriage, etc. Due to an attack 
of meningitis, she had lost much of her hear- 
ing when she was ten years of age. She had 
worn a hearing aid in one ear for the ensuing 
twelve years. The hearing loss for pure tones 
was almost equal in the two ears. However, in 
the ear in which she had worn the hearing aid, 
she had the ability to hear correctly 92% of 
test words which were given her. In the 
opposite ear, which she had not used at all for 
hearing for twelve years and where there had 
been no such training in the interpretation of 
sounds, her ability to understand spoken 
words was only 20%. This was one of the most 
dramatic instances of the value of auditory 
training that I have ever encountered. 

The aged can be helped by these techniques 
without any question, but unless older persons 
have active minds and are eager to learn, it is 
more difficult to teach these than it is the 
young. To some extent, they must learn to 
help themselves. I am convinced that there is 
a process which goes on in the aged which Dr. 
Raymond Carhart calls phonemic regression. 
This is a gradual loss of the ability of the mind 
to interpret distorted sound. Unless the mind 
of the aged person is kept “alive”, this process 
can be handicapping indeed. 

I have mentioned the use of lip reading, 
which is now called speech reading. It has 
been shown statistically that one who can 
speech read can use a hearing aid 30% more 
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efficiently than one who cannot. This is a vas 
difference. Think of missing one-third of th: 
things that you are supposed to hear, and you 
can appreciate what speech reading can mean 
to a hearing handicapped individual. No pe: 
son who has such a handicap should be with 
out this exceedingly useful help. 

In most of the foregoing, I have been speak- 
ing about aid for irreversible hearing loss. It is 
hardly necessary to add that where medical or 
surgical measures can be employed to restore 
part or all of a hearing loss, they should be in- 
stituted. It is little short of criminal not to do 
so. One of the outstanding advances of the 
last two decades is the perfection of the 
fenestration operation to the point where, in 
the majority of instances in suitable patients. 
hearing can be restored to a practical service- 
able level. This has been a boon to many in- 
dividuals. Adenoidectomies are done more 
carefully than formerly. Sinusitis is managed 
more efficiently. In all, we have reduced im- 
measurably the crippling effects of hearing 
loss during the past decade. I know of no field 
in medicine where the advances are as drama- 
tic and promising as they are in the field of 
audiology, the science of hearing. Research is 
going on all over the country, and it is difficult 
to predict all of the benefits that may come 
from it. 

I have talked thus far about some of the 
help that is available for those who have an 
irreversible loss. What I think is more exciting 
and more interesting is the possible prevention 
of these hearing losses. Among several causes 
there are six which come to my mind at th: 
moment which have crippled many in the past 
and which may be on their way out. Some of 
them actually are. The first of these are the 
conditions which cause a child to be-born with 
a congenital hearing loss. There probably al 
ways will be the sporadic case of hearing los 
in a new-born child despite all the preventa 
tive institute. And we do n 
know the cause in each instance now, but w 
are gradually learning some of them. We nov 
know that the severe jaundice which som« 
times follows an Rh factor incompatability i 
pregnancy may cause a severe hearing loss 
We also know that a baby who is a so-calle: 
blue baby in the first week or so of life ma‘ 
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uffer a hearing loss because not enough 
xygen is in the blood in these first few days 
to give adequate nourishment to the ears so 
hey can live to the full. The result is that part 
of the ear dies and never functions again. We 
know too that rubella (German measles) 
suffered by a mother in the first trimester of 
her pregnancy may result in the birth of a 
child with a severe hearing handicap. This 
child may also have congenital cataracts and 
heart disease. Here are three conditions which 
we know can cause a congenital hearing loss. 
There is hope that the appropriate manage- 
ment of an Rh incompatability with a sub- 
sequent markedly jaundiced baby may prevent 
a possible hearing loss. The proper administra- 
tion of oxygen or the employment of other 
necessary remedial measures to a blue baby 
may prevent damage to hearing. 

Should a young woman who has had rubella 
and who is in her first three months’ of preg- 
nancy have an abortion? This question has 
been raised. There are arguments which say 
no, particularly religious ones. But an en- 
lightened society is beginning to question 
them. There is growing evidence that some 
day it may insist that the answer be changed 
to yes. This brings philosophy and religion 
into the picture, and there appear to be stone 
walls which cannot be assailed, yet we should 
all remember that thinking over the years 
changes and there is nothing in this world as 
certain as change. Our thinking in this regard 
may be different some years from now. There 
are some preventive measures which were not 
in existence a mere ten years ago. Here's 
hope that there will be fewer congenitally deaf 
babies in the future. 

The second of the six causes which I suggest 
may be on the wane are the hearing losses due 
to infection. Fifteen years ago, in New York 
State, ten per cent of the children in the 
‘lementary schools had a significant hearing 
loss. Today, in many New York State com- 

nunities, this figure has been reduced to two 
w three per cent. While all its communities 
lo not have as favorable a showing, the over- 

ill state percentage is less than five per cent. 

am convinced that this figure can and will 
he reduced even further. This great advance 
; due in large measure to the advent of the 


so-called wonder drugs, the sulfas and peni- 
cillin. I do not know the percentage improve- 
ment for the rest of the country, but I am sure 
other states can show a similar change. This is 
a notable advance. 

A third condition which is receiving recogni- 
tion not given it five years ago is the frequent 
occurrence of secretory otitis media or otitis 
media with effusion. This condition frequently 
follows infection and is often a remaining 
factor in the ear after the use of the antibiotics. 
The continuing presence of fluid in the ear 
may or may not result in changes which will 
produce an irreversible loss. As long as fluid 
alone is present in the ear, the condition is still 
reversible. However, uncorrected continuance 
of etiological factors can cause changes which 
will be irreversible. Five years ago, this con- 
dition was the most frequently missed of all 
otological diagnoses. It occurs more often in 
children than in adults. Consequently, its 
threat to hearing is more important than some 
other conditions. Fortunately, pediatricians 
are becoming aware of it and diagnosing it 
with increasing frequency. Proper treatment, 
in almost every instance, can eliminate the 
presence of fluid and its possible damage to 
hearing. Secretory ears will continue to plague 
us, but prompt recognition and appropriate 
therapy will largely eliminate irreversible hear- 
ing losses due to this cause. 

A frequent cause of hearing loss in later life 
is that which is due to the fact that the ear 
does not have its proper blood supply, i.e., the 
loss that follows arteriosclerosis or athero- 
sclerosis. Some very exciting research is under- 
way, the final conclusions of which are not yet 
available, which show that it may well be that 
proper medication will prevent this loss, which 
is also an irreversible one. 

To prevent this type of loss, a physician must 
be aware of the fact that the individual has 
poor vascular supply to the ear, and a hearing 
loss may be present sometime in the future or 
an additional loss will occur if remedial 
measures are not instituted. This is preventive 
medicine of the highest order. That all hearing 
loss due to this cause may be prevented is not 
yet a prediction. Research only gives promise 
that it may be, but this is certainly exciting. It 
is particularly exciting because very often in 
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this type of hearing loss a hearing aid has no 
value. 


A fifth cause of hearing loss which may 
diminish is that which is due to allergy. Aller- 
gic sensitivity sometimes includes the ear. 
Occasionally, this causes a sudden severe loss. 
More frequently, however, as a result of re- 
peated minimal allergic episodes throughout 
life, in later years there is a fair degree of the 
loss of hearing due to a gradual degeneration 
of the nerve of hearing. Many children, as well 
as adults, today are under allergic manage- 
ment and because of this, I predict in the 
future, we will see much less of this type of 
hearing loss than we see today. For some of 
the adults, the allergic management has been 
instituted too late to prevent a loss. The great 
hope is with the children. 


Finally, and sixth, I think of the loss of hear- 
ing that is due to exposure to industrial noise. 
To injure hearing, industrial noise must be 
very loud, and ears must be exposed to it over 
a period of years. It is found frequently in 
many workers in the heavy industries. Fortu- 
nately, the ears of all workers are not equally 
sensitive. Some are resistant to noise exposure, 
but the number of men who are rivetters, chip- 
pers, drop forge hammer workers, etc., who 
have a respectable hearing loss due to exposure 
to the noise of their occupation totals more 
than one likes to think. This has been recog- 
nized as a threat to hearing for more than one 
hundred years. Fosbrooke, as long ago as 1831, 
wrote about this kind of hearing loss, but un- 
fortunately, very little was done about its pre- 
vention until recently. Industry was unwilling 
to take steps to correct this situation because 
there had been no claims for compensation for 
industrial hearing loss. Apparently, manage- 
ment felt that to institute corrective measures 
would awaken labor to the fact that his was a 





compensable condition. Management evidently 
feared a flood of claims. Their fears were cor- 
rect because the flood of claims has begun. 
Awakened by the activities of the Committee 
on Noise in Industry of the American Academy 
of Ophthalmology and Otolaryngology, in- 
dustrial management, union leaders and insur- 
ance officials are now very cognizant of this 
industrial hazard. Preventive measures in the 
form of reduction of noise at its source and the 
prevention of damage to the ears, if the noise 
is not reducible to a safe limit, by the wearing 
of ear defenders are fast becoming the order 
of the day. Some really significant changes in 
the picture are just around the corner. 

If these six causes of hearing loss are even 
partly eliminated, the amount of human suffer- 
ing that can be eliminated is incalculable. 
There is promise that this may be so in each 
one of these instances. 

In relating to you the techniques which are 
now available for use in helping handicapped 
and which our forebears did not have and the 
very exciting news that some hearing losses 
may never occur at all, I do not mean to say 
that the problem of handicapping hearing 
losses will disappear. We will undoubtedly 
have a good deal of it with which we must 
cope for the rest of our lives, but just as today 
we look askance at one who condemns a young 
child to a life of limited usefulness by saying, 
“It is deaf and dumb” and refuses to do any- 
thing about it, some of our descendents will 
probably look back on this day and wonder 
why we had so much hearing loss, why we 
managed it so poorly and why we allowed it 
to become such a handicap. It is thrilling to 
take these peeks into the future. Because of 
them we should double our efforts. There is 
every promise if we do just that there will be 
much less suffering amongst us. There is help 
indeed for the hearing handicapped! 





The legislative program, as it relates to 
health, health insurance, and Social Security, 
is beginning to shape up. The Republicans 
have learned from Democrat experience that 
American medicine cannot be nationalized at 
one fell swoop. The proper technique 
(politically speaking) is to creep up on the 
profession by inches. No politician of either 
party would want to alarm the medical pro- 
fession unduly. 
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Therefore, as the Democrats learned when 
they abandoned the omnibus Wagner-Murray- 
Dingell-bill type of legislation, the thing to do 
is to take over physicians piecemeal. A pro- 
gram here, a program there does not alarm 
most physicians, especially since they are 
singularly obtuse when it comes to protecting 
their professional freedom. 


“Challenge to Socialism” 












Medical Botany in South Carolina 
Two Centuries Ago 


J. Hampton Hocu, 
School of Pharmacy, Medical College of S. C. 


ver since the early days of exploration 
kK and colonization of our state both lay- 

men and physicians have been interested 
in native plants which might become useful 
additions to the materia medica. Prior to the 
middle of the eighteenth century the only 
significant contribution to the botany of South 
Carolina was Mark Catesby’s investigation of 
our flora during the years 1722-1725. The 
“Natural History of Carolina, Florida and 
Bahama Islands,” published in London (1731- 
1748), contained his observations on South 
Carolina plants. 

Dr. Alexander Garden, who emigrated from 
Scotland in 1752, became actively interested 
in botany immediately after his arrival in this 
Province. It was his “eager desire to learn 
something of the Nature of the herbs and their 
Names which the Ethiopians and Africans use 
for poison and the common method of cure.” 
He says the negro slaves had a considerable 
knowledge of vegetable poisons which they 
used “to take away the Lives of their Masters, 
who they think uses them ill, or indeed the 
life of any person, for whom they Conceive 
any hatred or by whom they imagine them- 
selves injured.”* 

This unhappy situation had led to the pass- 
age of a law (May 17, 1751) “to prevent all 
slaves from attaining the knowledge of any 
mineral or vegetable poison,” making it un- 
lawful “for any physician, apothecary or drug- 
gist to employ any slave in the shops or places 
where they keep their medicines or drugs.” 
But poisonings and the fear of poisoning seems 
not to have abated for some years. 

A negro slave named Caesar had devised a 
“Cure for Poison and . . . for the bite of a 
Rattle-Snake.” The Commons House of As- 
sembly purchased his freedom and granted 
him an allowance of 100 pounds a year for 


*Letter of Jan. 21, 1753 to Dr. Alston, Profes- 
sor of Physic and Botany in the University .of 
Edinburgh. 
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life for his secret remedy. This “cure”, which 
then was published in the newspaper,* used 
decoctions of plantain, wild horehound and 
goldenrod roots. Dr. Garden was distressed 
that “the Gentleman**® who was entrusted 
with the Publication (tho a practitioner of 
Physick) has neglected to give the Least 
Characteristick of any of the Plants whereby 
one should know them . . . . What he calls the 
Marrubium Sylvestre is entirely different from 
the wild horehound in Europe . . . I've already 
seen four kinds of the Golden Rod here. . . . I 
imagine they are all taken indiscriminately.” 
This lack of adequate botanical identification 
of the plants employed is not surprising if we 
accept Garden’s opinion his colleagues: “I find 
most of the Practitioners here so_ totally 
ignorant of Botany, that if it was not from 
what they learn from the Negroe’s Strollers 
and Old Women, I doubt much if they would 
know a Common Dock from a Cabbage 
Stock.” 

Caesar did not enjoy his annuity very long 
since the will of “Doctor Ceser . . . Practitioner 
of Physick” was recorded in 1754.+ None of 
the three plants which comprised his antidote 
became important drugs. However, domestic 
lay use of the roots of the common large 
plantain (Plantago major L.) in intermittents, 
of wild horehound (Eupatorium rotundi- 
folium L.) as a “tonic febrifuge,” and of 
goldenrod (Solidago species) for wounds and 
snake bites is recorded many decades later. 

The outstanding contribution of South 
Carolina to the materia medica at this period 
was the vermifuge, pink root (Spigelia mari- 
landica L.). The use of this drug was learned 
from the Indians and Drs. Moultrie, Garden 





*South Carolina Gazette, Number 835, May 7 to 
May 14, 1750. 
°°James Irving (1713-1775), also a Scotch physician 
who had come to Charleston about 1745. 
+His wife and daughter were at this time still slaves 
of Capt. Norman. 












and Lining had sent samples of it back to the 
Edinburgh faculty. Alexander Garden’s name 
is most intimately associated with the “Loni- 
cera .. . Indian Pink root.” His “Description, 
History and Account of our Pink root” was sent 
to Dr. Whytt of Edinburgh in 1756. A Century 





The major portion of scientific opinion is 
that fluoridation of water supplies for the pre- 
vention of dental caries presents no hazard to 
public health. A minority view is held by a 
number of qualified scientists who believe that 
the safety of this procedure has not been 
sufficiently demonstrated. Cognizant of the 
fact that fluoride compounds in large doses 
are poisonous, they advance the hypothesis 
that the small amounts contained in fluori- 
dated water consumed over many years may 
by cumulation have subtle physiological effects 
especially detrimental to the aged and the 
chronically ill... . 

.... The Commission has been advised by the 
foregoing expert opinion that extensive re- 
search into the toxicology of fluorine com- 
pounds has revealed no definite evidence that 
the continued consumption of drinking water 
containing fluorides at a level of about 1 p.p.m. 
is in any way harmful to the health of adults 
or those suffering from chronic illness of any 
kind. While the evidence does not absolutely 
exclude this possibility, if a risk exists at all 
it is so minimal and inconspicuous that it has 
not been revealed in many years of investiga- 
tion. The Commission, therefore, urges Amer- 
can communities to adopt this public health 
measure as a positive step in the prevention 
of the chronic disease, dental caries. 
Commission on Chronic Illness 





Misuse of Antibiotics. From a report on the 
Washington Symposium on Antibiotics, the 
British Medical Journal states, in part. 

There seemed to be universal agreement 
that antibiotics were being grossly misused. 
Perrin H. Long (New York) picturesquely de- 
scribed the American populace as “an enor- 
mous sponge with an infinite capacity for 
absorbing antibiotics.” Maxwell Finland (Bos- 
ton) referred disapprovingly to the common 
practice of administering many drugs suc- 
cessively or together for no more precise in- 
dication than fever, and blamed advertising 
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later it remained the most widely prescribed 
anthelmintic in the U. S. The recommenda- 
tions of the Charleston physicians, Garden, 
Lining and Chalmers, had securely established 
its reputation. 


pressure for some of this. Sidney Ross (Wash- 
ington) described the profession as being 
“inundated literally with a plethora of drugs,” 
and made a plea for a return, for many pur- 
poses, to an earlier, simpler, cheaper, and often 
no less effective treatment; he asked his 
hearers not to “write off an obituary of sulpha 
drugs in the current high-power antibiotic 
era. 

A great deal of such need as there is for new 
antibiotics is due to the waning power of their 
predecessors, which is a result of the acquired 
resistance of bacteria to them... . 

New York State J. Med. 


MEDICAL PROGRESS MOVES 
BACKWARD IN CHINA 

Despite claims of health progress, the 
Chinese communist government is actually 
going backward as far as medicine is con- 
cerned, according to an article by Leslie G. 
Kilborn, former dean of the College of Medi- 
cal Sciences in the West China Union Univer- 
sity. The article appears in the April issue of 
THE JOURNAL OF MEDICAL EDUCA- 
TION. 

The backward action is evident in the “re- 
jection of the traditional system of ethics, the 
repudiation of the scientific spirit and the sub- 
stitution of authoritarianism and the enforced 
lowering of medical education standards.” 

The communists have made it clear to doc- 
tors and medical students that in the new 
China all individuals are not equal under the 
law, and while all Chinese are citizens, only 
some qualify as “people.” Others are classified 
as reactionaries, landlords or other types of 
“enemies of the people.” These “enemies” are 
not entitled to the same treatment as “people” 
and the doctors are therefore compelled to 
diagnose not only the disease but the status of 
the patient. This, as Dr. Kilborn points out, 
repudiates every tradition of medical ethics, 
and makes the medical profession an_ in- 
strument of enforcement of official policy. 























The Journal of the South Carolina Medical Association 





EDITOR: Joseph I. Waring —___-_--- 


9S QyxyyEEEEE Mullins Vince Moseley —_- 
5 i eee Greenville Ben Miller ~---.-- 
PS aes Columbia W. H. Prioleau —. 
H. R. Pratt-Thomas __.. Charleston 


BUSINESS MANAGER: Mrs. C. G. Watson —~_-_--___- 


EDITORIAL BOARD 


. 82 Rutledge Ave., Charleston, S. C. 


iit dai Charleston G. D. Johnson _....... Spartanburg 
nme Columbia R. M. Pollitzer ...._..... Greenville 
nennind: Charleston Hugh Smith .._......... Greenville 

jf eee Florence 


ileal tants 105 W. Cheves St., Florence, S. C. 





Please send in promptly notice of change of address, giving both old and new; always state whether the change is temporary 
or permanent. Original manuscripts, subject to approval by the Editor and the Editorial Board, are desired for publication in 
the Journal. They should be typewritten, double spaced, on 8%4x 11 paper. References should be complete, and only such as 
relate directly to statements quoted in the paper. Illustrations will be used as funds permit, or as authors are willing to bear 
the necessary increase in cost. Short original articles are preferred to long reviews. 





Office of Publication: (In care of the Editor)_.........-----.--- 
Ey Seas wiicenisiaidicctenintasanciniausiiintsgibierniticihinenninininintesmmaneiiil 


pieinnnmsetinnnetntipinneiiieimaaedl Charleston, S. C. 
diets nants aibiatndiinininishenmmitniniannmamel $3.00 a Year 








1954 








Wiggly Higley 

We wonder whether our readers know much 
about the vehemence with which the Ameri- 
can Legion and the Veteran’s Administration 
are attacking the medical profession’s stand 
on the question of hospitalization of veterans. 
Our eyes were opened a bit after reading a 
copy or two of Army Times Vet-Letter. These 
are samples of the approach. 

“VA Administrator Harvey (Doc) Higley... 
in extemporaneous talk before big throng at- 
tending opening session of Legion’s 3lst an- 
nual rehabilitation conference . . . did neat bit 
of diagnostic probing into motives of American 
Medical Association in their attacks on VA free 
hospitalization program . . . decided all symp- 
toms of socialized medicine were present. 

“VA chief . who is son of doctor and 
father of doctor . . . used best bedside manner 
in talks before Legion groups . . . showed own 
skill with verbal knife in performing major 
operation on AMA .. . cracked that upper 
income bracket doctors probably pay plenty of 
taxes—on the income they report . . . after full 
minute of Legion applause confessed remark 
was little below the belt . . . charged AMA 
accusation that VA pays doctors too much 
certainly isn’t true . . . paradoxically said as 
long as we can make ’em stick to the truth, I 
hesitate to go on warpath. 

“But sweet-talking Higley was on warpath 
... said AMA doctors have no program . . . are 
criticizing VA without offering substitute plan 
... that ultimate aim of AMA is to take over 
all VA hospitals and put them under State and 
county control . . . that ultimate result will be 
socialized medicine . . . asked where VA would 
get $555 million required to operate VA hospi- 
tals for veterans . . . said AMA would be run- 
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ning hospitals for all citizens and would have 
to go to Federal government . . . asked whad- 
daya go*? .. . got shouted Legion prediction 
of socialized medicine. 

In another issue we read: 

“THE GREAT UNMORAL: Ultimate goal 
of butchers’ wing of American Medical Asso- 
ciation . . . in current and scheduled attacks on 
Veterans Administration hospital policies . . . 
not simply to limit VA medical care to those 
unable to pay for treatment of non-service-con- 
nected ailments . . . but to get Congress to 
deny hospitalization to all veterans who. can- 
not prove disabilities were incurred or ag- 
gravated by military service. 

“AMA’s Orr piously asserts that it is morally 
wrong to have 2 classes of citizens: veterans 
entitled to free hospital and medical care if 
they are unable to pay for private hospitaliza- 
tion, and nonveterans who must pay for their 
own; doesn’t say it is morally wrong to force 
one man to fight for his country while another 
stays home to profit through war boom; de- 
clares it is both morally and economically 
wrong for nonveterans to pay own medical ex- 
penses and also be forced to pay taxes to sup- 
port veterans’ medical programs; doesn’t say 
it is morally wrong or economically wrong for 
veterans to be taken from jobs, businesses, 
homes, schools, etc., to wage war while non- 
veterans’ lives remain relatively undisturbed. 

“Meanwhile in determined drive to 


inoculate public with anti-veteran poison . . . 
AMA has scheduled additional regional con- 
ferences to lambast VA medical care. 

“Despite immoral and unmoral attitude of 
AMA leadership . . . V-L remains unconvinced 
that majority of nation’s doctors and physicians 
would support House of Delegates in free-vote 
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In Viewing the VA Medical Program .. . 


the | 
medical profession’s policy 
on medical care 


for veterans — 
the highest quolity 
of medical core 
for ALL_VETERANS 
o) e 
Alp ae WR ‘ 
OR, | Poe ae —s 
moerwat h "4 I+ F) ; ay 
os 
ci. || fm _ gi bstatier 
AE Lf 
w 





service connected: non-service connected: 


The medical profession stands for the highest quality 
medical care for all citizens. Veterans, as citizens, 
should accept the responsibility for their own health 
needs—unless they became disabled as a result of 
military service; then it is the responsibility of the 
Veterans Administration to provide medical care and 
hospitalization. Because many communities do not as 
yet have adequate facilities to care for war veterans 
with non-service-connected tuberculosis or neuropsy- 
chiatric disorders, the medical profession recommends 
that the VA continue—on a temporary basis—to 
treat these patients. 


showdown.” 
Comment seems superfluous. 





The Laboratory Fee 

Not long ago a conversation was heard in 
which the complainant deposed that it was too 
bad that his hospital patients had to pay so 
much for laboratory fees that there was little 
left for payment for the doctor’s services. He 
went on further to say that his patients some- 
times complained of the fees and that he was 
inclined to sympathize with them and cast 
aspersions on the laboratory or the hospital for 
the excessive charges. 

There was a temptation to ask this doctor 
whether he himself had considered the cost of 
the procedures used and whether he had ex- 
plained to the patients that they were neces- 
sary and, incidentally, expensive. Certainly the 
laboratory is an essential part of a hospital, and 
the medical laborer in the laboratory is truly 
worthy of his hire. 

One is inclined to think that there are many 
doctors who call for quantities of laboratory 
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In Viewing the VA Medical Program .. . 


effects of 
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It is the belief of the medical profession that it is 
unsound to authorize free lifetime medical care for 
veterans who suffered no mishap in uniform, while 
other citizens with no military background must pay 
their own way. Although the two men above are 
identical, they represent ‘‘two classes of citizens’’— 
the veteran with no service-connected disability who 
is granted medical care at federal expense, and the 
non-veteran who must personally assume responsibility 


for his medical care. 


tests which are not always of clinical value, 
and that sometimes an oversight in failing to 
cancel a standing order may run up an un- 
necessary clutter of reports. The average hos- 
pital cannot provide unlimited laboratory 
facilities without recovering costs from pa- 
tients, and the average patient probably needs 
much less than is done for him by the lab- 
oratory. 

The difficulty does not lie in either hospital 
or patient. One might misquote—‘the fault, 
dear Brutus, is not in our hospitals, but in our- 
selves.” 





Varicose Veins 

The Case Against Injection Therapy 

The treatment of varicose veins by the in- 
jection of sclerosing solutions, whether used 
alone or in conjunction with operation, con- 
tinues to enjoy popularity because of its ease 
of execution and generally good early results; 
also on account of its patient appeal based 
upon avoiding or reducing operative pro- 
cedures and accompanying hospitalization. In 

















spite of this, it can be categorically stated that 
method should’ be dis- 
continued as its use is based upon the false 
premise that the extent of the induced throm- 
hosis can be controlled and that the deeper 
veins are immune to the irritant action of the 
sclerosing solution. 

The definitive treatment of primary varicose 


his of treatment 


veins is directed toward relieving the re- 
sultant venostasis with its sequelae of derma- 
titis, ulcer and phlebitis. This is accomplished 
by reducing the size of the pathologically en- 
larged superficial venous bed and _ protecting 
the superficial venous system from reflux flow 
and increased pressure from the deep venous 
system transmitted through communications 
with the saphenous systems and other per- 
forating veins. 

As varicosity of the veins is a progressive 
degenerative disease affecting more or less 
generally the walls and valves of the super- 
ficial veins of the involved lower extremity, 
treatment to be effective consists of oblitera- 
the trunks and _ larger 
tributaries and plexuses of the saphenous sys- 
tems, and incompetent perforating veins of 
other than saphenous origin. By the injection 


tion of subfascial 


of sclerosing solutions the size of the super- 
ficial venous bed can be effectively reduced; 
however the thrombotic process cannot be 
that it the 
municating veins just to the level of the deep 


controlled so extends in com- 
fascia or the junction with the deep vein. Fail- 
ure in this respect commonly leaves channels 
through which the pressure from the deep 
veins continues to be transmitted to the super- 
ficial system, causing recurrence of the vari- 
cosities. There is also the danger of the throm- 
bus extending into the deep vein and giving 
off emboli. Large thrombi in dilated veins or 
plexuses often require evacuation by incision. 
Where extensive injection is used at the time 
of operation a fulminating thrombophlebitis 
vith accompanying 
danger limb or life. Technical methods in- 
tended to control the distribution of the in- 
ected fluid cannot be depended upon, judging 


arteriospasm may en- 


vy the venous pattern seen in venograms and 
it operation. This is particularly the case in 
aricosities connected with incompetent per- 
orating veins. The entrance of the sclerosing 
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solution into the deep veins may cause throm- 
with resultant permanent 
Damage to valves may occur in the absence 
of thrombus formation. Such damage to the 
deep veins manifests itself slowly by the de- 


bosis damage. 


velopment of venostasis as in the post-phlebitic 
syndrome. Of lesser importance recanalization 
may take place in veins once completely oc- 
cluded by thrombosis. Recurrences following 
injection therapy are generally refractory to 
treatment. 

The treatment of varicose veins by the in- 
jection of sclerosing solutions should not be 
used, particularly because it is attended by too 
great risk of permanent damage to the deep 
veins. The method of choice is vein excision 
and ligation at open operation under visual 
and palpable control. This is productive of the 
best results and is practically devoid of the 
complications accompanying injection therapy. 


—wWilliam H. Prioleau 
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Forty Years Ago 


MAY 1914 


Dr. Edward F. Parker had been elected 
President. 
The Sims Memorial was still under dis- 


cussion. 
A paper on pellagra describes it as a 
Arsenic 


infectious disease.” 


recommended as a valuable drug in treatment. 


“specific was 





Omnia in Rrsu 


ITS ALL IN FUN 

I can remember very well one of my en- 
counters with our former Dean, Dr. Robert 
Wilson and after a very lengthy, hurried and 
disjointed explanation of my particular prob- 
lem, Dr. Wilson stopped me with this, “Son, 
Why don’t you stop a minute and say WHAT 
YOU MEAN.” My friends, I stopped. I still 
can’t recall how I finally finished un with this 
particular conversation but I am certain of one 
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thing; the Dean wasn’t running second. This 
conversation “LEARNED” me though. I have 
thought many times since then—Boy, why 
don’t you say what you mean—And as a mat- 
ter of fact since I’m writing this to YOU, Why 
don’t you say what you mean—or do you? 

Of course situations may determine to a 
certain extent just what we do mean. Now, 
let’s take ole Rastus who is ‘phoning Mandy. 
“Mandy, I’ve got a good farm, two mules, three 
cows, some pigs and a nice little house; will 
you marry me?” Mandy answers right back; 
“Honey Chile, I sho will—WHO is dis talk- 
ing?” Here is an instance in which Rastus said 
what he meant and Mandy was really hoping 
he meant what he said. 

It is recorded somewhere that there are 
those who mean what they say until they run 
into a rather commonplace complication. For 
instance I knew a young freind who before 
he married said, “When I'm married, I'll know 
who is Boss in my house.” Well he married and 
now he knows—same as in your and mine—the 
wife. I know for certain however that cir- 
cumstances change the entire picture and one 
can afford to be a bit more positive at times. 
There is the story of the wife of the creditor- 
harrassed business man who told her husband 
that she must have a new car. “I have my 
heart set on that green Cadillac convertible.” 
“Well,” her husband yelled, “unless business 
conditions change quickly for the better, your 
heart will be the only part of your anatomy 
that will set on it.” 

Then there is the instance in which we will 
not understand that which we have heard. This 
is the story of the rather dignified (pompous ) 
man whose car became mired in the terrible 
dirt roads near the proverbial farm house. 
Realizing that he must spend the night some- 
where nearby he inquired of the old farmer 
for lodging. The farmer said he would be glad 
to accommodate him but added “you'll have 
to sleep with the teacher.” “Sir,” the motorist 
replied, drawing himself up in all his dignity 
“Tll have you know, I’m a gentleman.” “Well,” 
the farmer drawled, “that’s alright SO IS THE 
TEACHER!” 

After reading the two very fine articles by 
Drs. Prioleau and Johnson I believe that the 
physicians have an opportunity to really say 
what they mean about Health Insurance—the 
Voluntary way. It seems to me that actions 
actually speak better than words. There is no 
place in medicine now—if the proposed 
voluntary health plans work—for the dishonest 
patient, physician or insurance worker. It will 
require the concerted effort of all three of 
these equally important factors if we are to 
carry on medicine in true democratic fashion. 
This is one time when we can say what WE 
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MEAN AND MEAN IT. 





BLUE SHIELD — BLUE CROSS 

The new “Manual and Schedule of Physicians’ 
Allowances” has been published and has been dis- 
tributed to Blue Shield’s Participating Physicians. In 
many respects, it is one of the most complete state- 
ments of principles used in the making and processing 
of physicians’ reports of services rendered subscribers 
and of allowances made for those services in use by 
any of the affiliated Blue Shield Plans. It is urged that 
both Participating Physicians and their secretaries 
read the manual carefully and then use it for frequent 
reference. By doing so, many of the oversights and 
omissions which have been so frequent in the reports 
up until now will be eliminated. Understanding de- 
rived from a study of the manual and a little care in 
preparing the reports will eliminate delays, lessen 
correspondence and reduce overhead expense. Per- 
haps, most of all, they will prevent annoyance and 
resentment which requests for additional information 
sometimes cause. 

All code numbers have been changed to correspond 
with the system of coding set up by The National 
Association of Blue Shield Plans. There have been in- 
corporated many cross references, making it easier to 
find the proper listing for procedures which might 
have been listed in some other section than that in 
which they actually occur. Proper coding aids in de- 
scribing the operation or other service rendered. Such 
coding is not difficult to learn. 

An effort has been made to explain the way in 
which fee allowances are determined in multiple pro- 
cedures when done by a single surgeon or by more 
than one surgeon. When more than one doctor has 
attended a subscriber, each doctor should make his 
own report, stating what he personally did—but he 
should also make reference to colleagues who were 
associated with him. Then no report will be pro- 
cessed until reports from each of the doctors are in. 
It is suggested that reports not be made until the case 
is terminated and that the reports give the final diag- 
nosis rather than the presumptive or admission diag- 
nosis. 

The new schedule of fee allowances is overall much 
more liberal than that which it replaces. Although our 
limit for any one surgical procedure or operation re- 
mains at $150.00, our per case limit goes 2s high as 
$350.00. Thus, compensation for cases involving 
multiple procedures or repetitious operations becomes 
more realistic, and in practice sometimes exceeds fees 
of plans which have a $200.00 or higher limit. 

All coded operations have not been printed in the 
schedule. Some rarer procedures have been omitted 
to keep the manual from being too bulky. Those 
omitted are on file in the claims department, and 
appropriate code numbers will be inserted in the re- 
ports as they come in. 

The Medical Director was sick when the proof was 
ready for reading. The Executive Director did an 
excellent job of proof reading. However, there were 








ome errors in the printer's copy and some omissions 
which he could not recognize. These have been cor- 
rected in master copies in the claims department, and 
the corrected figures will be used in processing the 
reports. At some future time, a supplementary sheet 
carrying these corrections will be printed and dis- 
tributed. 

No manual of procedure, and more particularly no 
fee schedule, is static. Errors are discovered and cor- 
rected from time to time. Fees which are unfair or out 
of balance with the rest of the schedule are adjusted. 
Actuarial experience sometimes demands changes. 
The Board of Directors asks that every Participating 
Physician consider himself a member of the advisory 
committee on fee allowances, and it will give serious 
consideration to any suggestions which may be made. 

Anesthetic allowances have been increased to a 
maximum of $20.00. These are covered, however, by 
the Medical-Surgical Agreements only. There are still 
in effect a good many memberships under the original 
Obstetrical-Surgical Agreement which provides no 
medical and no anesthesia protection. 

Medical benefits have been considerably improved. 
These will be of value to both the Participating Phy- 
sician and the Subscriber. These are fully described in 
the manual. 

Blue Shield, The South Carolina Medical Care 
Plan, the doctors’ plan, operated by the South Caro- 
lina Medical Association in an effort to provide good 
medical care to the people of the state, at a price 
they can afford to pay, offers a mutual, group, non- 
profit, prepaid type of insurance against the hazards 
of accident and illness. For the persons of moderate 
means it affords service benefits in surgical cases and 
obstetrical delivery. For all members, it affords cash 
indemnity to apply on the medical bills in cases of 
hospitalized illness. 





PUBLIC HEALTH > 


The following discussion of a paper on “The 
Changing Problems in Public Health” by Dr. Wilson 
lr. Sowder was given by Dr. Ben F. Wyman at the 
November, 1952 meeting of the Southern Medical 
Association and is reprinted by permission of the 
Southern Medical Journal. 

Discussion by Ben F. Wyman, M. D. on 
THE CHANGING PROBLEMS IN 
PUBLIC HEALTH 
By Wilson T. Sowder, M. D. 

Sou. Med. Jour.—46-589—June 1953 

.... Prior to 1878, there was no state public health 
program in South Carolina. There were, however, cer- 
tain public health laws. Most of these laws were 
lirected toward quarantine against the introduction 
ind spread of yellow fever. Since yellow fever came 
in by boat and since, when epidemic, it affected the 
oastal area, Charleston was its principal center. The 
first law with that objective was passed in 1698. In 
(712, what might be considered the first state health 





officer was created by law. His duties were to examine 
ships’ passengers at the entrance to Charleston harbor 
and to determine whether or not it was safe for the 
ship to dock. 

In 1875, the South Carolina Medical Association 
appointed a committee called “Committee on State 
Medicine and Public Hygiene.” The report of this 
committee states “There is no more correct and cer- 
tain index of the successful working of a government 
conducted only in the interest of the people than the 
laws which exist and are enforced for the preservation 
of health and the warding off of disease.” 

As a result of the continued interest of the medical 
profession and finally of the Legislature, in 1878 
there was a law passed providing for the State Board 
of Health. Then as now, it provides the South Carolina 
Medical Association, the Comptroller General and the 
Attorney General, in their official capacity, to be a 
Board of Health. Provision has been made for the 
Executive Committee of seven doctors, one nurse, one 
pharmacist, and one dentist together with the two 
constitutional officers named, to function during inter- 
vals between meetings of the Board of Health. As far 
as we know, the Board of Health is never called to- 
gether and the Executive Committee carries on its 
duties and functions. 

The original law assigned several important duties 
to the State Board of Health. Perhaps, the most 
important was that of investigating the causes, 
character and means of preventing such epidemic and 
endemic diseases as the State was liable to suffer from 
by reason of climate, location, occupation, water sup- 
ply, drainage, street cleaning practices and other 
similar factors. It should be noted that each of the 
factors named were widespread in action, affecting 
large groups of people equally. There was no intention 
to assign to the Board of Health any role in the treat- 
ment of the individual. 

To show the interest and desire of the medical pro- 
fession, because truly the Board of Health of South 
Carolina is the medical profession, the Second Annual 
Report of the Board to the General Assembly elabo- 
rates on this extensive program. I wish to quote a 
statement from the report as follows: “The following 
are subiects for consideration and special reports as 
time and means permit: 

1. Best modes of securing and preserving the 
health of the body from a knowledge of its vital 
process, etc. 

. Vital statistics. 

. General sanitation. 

. Prevention of diseases. 

. Cost of epidemics: Economy of sanitation. 

. Nature and danger of contagion, putridity, etc. 

. Forcible isolation of infectious cases. 

. Construction of hospitals and infirmaries for 
communicable diseases. 

. Longevity in the different counties. 

. Geographical, geological, climatic and other 
factors in health and longevity in the several 
counties. 
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11. Meteorology and its effects upon health. 

12. Botanical, mineral, agricultural and other re- 
sources of the State, and their effect upon health 
and longevity. 

13. Influence of moisture, or its absence upon the 
production of consumption. 

14, Personal hygiene and its effect upon production 
and prevention of disease. 

15. Air purification and ventilation in homes and 
places of assembly or congregation. 

16. Water pollution and purification. 

17. Construction, management and disinfection of 

water closets, privies, etc. 

18. Model lodging houses—cheap homes for the 
poor. 

19. Accident prevention and treatment. 


20. Cremation and burials. 

21. Study of high death rate in Charleston and its 
effects upon trade and prosperity. 

22. Various trades in villages, towns and cities. 

23. Instruction in sanitary science, hygiene, etc. 

24. Topographical, sanitary or other features of 
towns and cities and sections, with a study of 
their advantages or defects. 

25. The nature and treatment of inebriety and 


legal management of inebriates. 

26. Prevalence and prevention of criminal abortion.” 

It is unlikely that this ambitious program was ever 
completed. However, I think that it should be stressed 
that each of these twenty-six projects was within the 
field of public health. They had a bearing on mass or 
territorial prevention of disease. In no way did they 
attempt to invade the province of the private practice 
of medicine, and in no way did they seek to come be- 
tween the private practitioner and his patients. . . . . 

. . . The public health programs, after years of 
achievement, have drifted rather far afield from the 
objectives expressed in the Second Annual Report 
which was herein reported. Our activities have moved 
well over to a borderline area between public health, 
or preventive medicine, applied to the group, and that 
of the individual treatment of cases of disease. Many 
of these programs have primarily come about as a 
result of funds from the Federal Government. At the 
present time, more than half of the moneys expended 
by the Health Department has come from Federal 
grants and appropriations. As a result of the expan- 
sion of activities made possible by these grants, either 
because such funds helped finance particular projects 
or because they liberated State moneys for other 
purposes, the treatment of individuals has been under- 
taken. Some of this treatment is remotely preventive 
as applied to the population as a whole. In our State 
an example would be the State Hospital for the treat- 
ment of tuberculosis. The therapeutic features of the 
Venereal Disease Control Program is 
ever, the Crippled Children Program 


another. How- 
and the Rheu- 


matic Heart Disease Program are directly curative 
without any element of prevention. 

One of the problems connected with the future is 
the extension of activities to therapeutic medicine in 
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the interest of the individual and, of course, this has 
and will bring about the greatest criticism. If this 
type of activity was limited to the true indigent, if it 
charity state medicine, there would be 
criticism. However, the problem of indigency, as 


was less 
handled by certain welfare groups, is the cause of 
great concern for there certainly is great laxity in the 
interpretation of the word “indigency”’. 

We, in South Carolina, believe that we are trying 
to stay away from the problem of the Federal Govern- 
ment leading us into the welfare state or socialism and 
the insistent and incessant efforts of the administra- 
tion to inaugurate a system of State medicine. 

From the foregoing, it is very evident that what- 
ever type of program is undertaken in South Carolina 
it must meet the approval of the medical profession 
because, truly, the medical profession is a State Board 
of Health for this particular State. 

We have noticed, with many misgivings, the many 

statements and efforts that are being made and, in 
part, being carried out to provide replacements for 
the medical administrator. 
. .. . We have, in South Carolina, considerable diffi- 
culty in securing medical directors. It is an impossible 
situation. We have tried to supply proper medical 
supervision by grouping two or three counties in so- 
called districts under the supervision of a doctor. This 
has not worked as his time is so taken up with going 
from place to place, directing three health units and 
doing emergency work that there is little time for 
administrative activities. It has 
occurred to us that the doctor should be given the 
opportunity to carry out more clinic work. We believe 
this would interest the doctors and would probably 
allow us to secure physicians that are not now avail- 
able. Most doctors should really do little administrative 
work for they want to examine patients and be in the 
field of medicine. If it was possible to have a type of 
program wherein lay assistants could administer cer- 
tain phases of the same, the doctor’s time and attention 
could be devoted to the many medical problems. 

The problem of a lay administrator charting a 
course or establishing policies should not be under- 
taken. He should merely be an assistant, call him what 
you may, to the medical director. I do not think the 
terms of health officer, assistant health officer or lay 
health officer are at all advisable. He is an assistant 
to the medical officer to carry out the policies and pro- 
grams that have previously been approved and map- 
ped out by such medical officer 


any constructive or 





BOOK REVIEWS 

MY HEALTH RECORD—William C. Cantey, 
M. D.—The Health Record Co., 1805 Glenwood Road, 
Columbia, S. C, Price $2.00. 

This is a handy and durable pocketsize booklet of 
44 pages which provides space and headings for all 
the information necessary for an up-to-date picture of 
an individual’s health. There are sections for im- 
munizations, idiosyncrasies, diseases, and _ health 
matters, which bear on the past and present state of 


























nedical affairs. 

Information from such a record should be _ in- 
valuable to the physician and to the patient, especially 
when the latter is travelling. If a record of this sort 
could be shown by the patient to his physician, much 
questioning and uncertainty could be avoided, and 
more accurate data could be used. 

J. I. W. 





CURRENT THERAPY 1954—Edited by Howard 
F. Conn, M. D.—W. B. Saunders Co. Phila. and 
London—Price $11.00. 

This is the sixth of an annual series, designed to 
present succintly the latest word by many authorities 
on the treatment of all the more important diseases. 
It is designed for quick reference, and serves the pur- 
pose admirably and accurately. Though anyone may 
quibble over details of the treatments advocated, 
there can be little quarrel with the soundness and the 
general acceptance of the essential methods and pro- 
cedures. 

This is the type of book which is likely to be dog- 
eared by constant use. Those copies of earlier editions 
in libraries available to students are weary and worn 
before the next annual number appears. The great 
rapidity of development of drugs and methods in re- 
cent years has sn frequent revision necessary. Each 
new volume shows much new material, but we are 
mildly amused by the editors apology that “some 
valuable information from the previous volume is 
necessarily repeated with only slight modification. It 
is obvious that radical changes in the therapy of cer- 
tain diseases will not take place each year - - -” for 
which we may say “Amen”, and hope that we are still 
not “yet the last to lay the old aside.” 

Liaw. 





THORACIC SURGERY—by Richard H. Sweet, 
M. D.—Illustrated by Jorge Rodriquez Arroyo, M. D. 
—W. B. Saunders Co.—Philadelphia and London— 
Price $10.00. 

This book presents a resume of the very extensive 
experience of Dr. Sweet with thoracic operations. The 
emphasis is placed upon anatomical considerations and 
operative technique and, as explained in the preface, 
it is not concerned to any extent with pathological 
physiology or differential diagnosis. 

It is interesting that the space allotted to diseases 
of the esophagus, and the operations indicated therein, 
is much greater than that afforded the various con- 
genital and acquired cardiovascular diseases which 
have become amenable to operation in more recent 
years, but this is ee sae in view of the much 
wider experience of Dr. Sweet with the former. 

The illustrations are very clear, but there is no 
reference made to original works. As a book on opera- 
tive technique, undoubtedly it deserves a place in the 
library of anyone concerned with any phase of thoracic 
surgery. 


Edward F. Parker, M. D. 





DISABILITY EVALUATION—Principles of Treat- 
ment of Compound Injuries. Earl D. McBride. J. B. 
Lippincott Company, Philadelphia. 1953. Price $15.00. 

The author of this book pioneered the field of dis- 
ibility evaluation, and in the present text keeps him- 
self well ahead in the field. Through five editions, the 
work has been enlarged so that the fifth edition repre- 
sents a very comprehensive coverage of the subject. It 
is in no sense a compendium. Since the first edition 
1936, the work has been the standard reference 
‘f physicians, lawyers and industrial courts, and the 
latest edition will continue to be a ready reference in 
ormulating opinions in the evaluation of disability. 
The author emphasizes the importance of analysis in 
he evaluation of disability and suggests valuing the 


percentage of loss of function in the light of the normal 
working capacity of the individual. 

The variety and complexity of injuries are so 
infinite that it is difficult to establish a dogmatic 
schedule for rating the degree of residual disability 
and individual consideration is vital in every case. The 
part of the book dealing with approximate ratings, 
salen is very valuable and readily woe vores 
In it ratings are listed under almost any known type 
of occupation. The latest edition also, for the first 
time, gives a rating schedule on the disability of dis- 
ease. A book of this kind takes some of the “guess 
work” out of disability evaluation, and places it on a 
more scientific basis. Since it is used quite widely it 
engenders conformity of opinion so that views of 
rating physicians will not be too divergent. 

Thorough study of this book will greatly assist the 
average yore to testify concerning disability with 
confidence and conviction. 

John A. Siegling 





LIVING WITH A DISABILITY by Howard A. 
Rusk, M. D. and Eugene J. Taylor—The Blakiston Co. 
Inc., New York, 191 pages, price $3.50. 

The authors have accomplished their goal in pre- 
senting to the disabled and family of the disabled 
much useful information as well as many devices and 
gadgets to make the essentials of living more con- 
venient and easy. It is obviously not written as a text- 
book or reference manual but for the patient whose 
interests the authors have at heart. The material pre- 
sented here will certainly eliminate many painstaking 
hours that were formerly devoted to one’s personal 
needs and allow more time for a gainful occupation 
and pleasure. The presentation is precise and simply 
written in non-technical terms. The illustrations are 
precise and to the point. 

Ritchie H. Belser, M. D. 





AN ATLAS OF PELVIC OPERATIONS by Lang- 
don Parsons, M. D. and Howard Ulfelder, M. D. 
Illustrated by Mildred B. Codding—W. B. Saunders 
Co., Philadelphia 1953. Price $18.00. 

An excellent pictorial and textural compendium of 
the surgical procedures employed in gynecology in- 
cluding gynec-urology and gut surgery. The entire 
field is covered. The text is explanatory, not contro- 
versial, and is concise. The line drawings are clear. 
The reviewer believes more stress should have been 
placed on myomectomy and ovarian cystectomy and 
oo on suspensions. It is probably the best American 
book on the subject, and would be very valuable to 
a resident or an interested general practitioner, but 
it should be emphasized that it is devoted to technique, 
not judgement. 

J. M. Wilson 


A HISTORY OF PSYCHOANALYSIS IN AMER- 
ICA, by Clarence T. Oberndorf. Published by Grune 
& Stratton, Inc., New York City, 1953. Price $5.00. 
250 pp. 

The author, one of the founders of the New York 
Psychoanalytic Society in 1911, has been actively 
practicing psychoanalysis since that time and is a past 
president of the American Psychoanalytic Society. He 
is well qualified therefore by knowledge gained as an 
active participant in the development of psycho- 
analysis in this country to write of its history. That 
fact, plus an easy literary style make this an easily 
read, very rewarding book for anyone with an interest 
in the problems of emotional illness. 

The author begins by brief reference to the history 
of psychiatry prior to the advent of psychoanalysis. 
What seems the first real “progress” in psychiatry was 
due to the efforts of such eel mt as Pinel 
(1745-1826) in France, the Tukes in England, and 
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later Dorothy Dix (1802-1887) in America. There 
followed the descriptive era of Esquriol in France, 
Griesinger and Kroeplin (1856-1926) in Germany. 
Dynamic, interpretative psychiatry has been a develop- 
ment of the twentieth century, and towards its develop- 
ment, it is now generally agreed among psychiatrists, 
the contribution of Freud and other psychoanalytic 


workers has contributed most. Psychoanalysis is “(1) 
a system of psychology based on the knowledge gained 
through investigation of the unconscious processes of 
the mind; (2) the technique by which these processes 
are investigated, notably through the free association 
of ideas and the interpretation of dreams; and (3) a 
method of treatment intended to cure or alleviate ab- 
normal emotional conditions which affect the function- 
ing of the mind or body and usually both.” Oberndorf 
traces psychoanalytic developments in this country 
from the aoe first reference to Freud’s work (Dr. 
Robert Edes in a lecture on “The New Engl and In- 

valid” in 1895), through to the present when “psycho- 
pion oP in one form or another has become firmly 
integrated with psychiatry, gene ‘ral medicine, psy- 
chology, and social work.” A few of the landmarks in 
this development are: 1907: Adolph Meyer introduced 


dynamic (psychoanalytic) psychiatry at Manhattan 
State Hospital, 1909: Freud delivered a series of 
lectures at Clark University, 1910: James J. Putnam 


presented a paper, “Personal Experience with Freud's 
Psychoanalytic Method” before the American Neuro- 
logical Association. 1911: New York Psychoanalytic 
Society organized by Abraham Brill. American Psy- 
choanalytic Association organized later in same year. 
1931: Franz Alexander became Visiting Professor of 
Psychoanalysis, University of Chicago. 1941: First psy- 
choanalytic training institute under medical school 
auspices established at New York Medical College. 
1945: Similar institute established as a post-graduate 
service at College of Physicians and Surgeons, Colum- 
bia University. But the book is not by any means a 
dry chronicle of events. There is a liberal sprinkling 
of personal, but pertinent, anecdote throughout and 
we get a definite impression of the pe ccmnaiie of the 
author without the book becoming obtrusively auto- 
biographical. Two of the more interesting of these 
anecdotes, early in his medical career, are given as 
illustrative of the background for his feeling of dis- 
satisfaction with then current psychiatric practice and 
his readiness to try the psychoanalytic approach. In 
one he goes to the psychiatric ward of Be eeu t late 
at night, by direction of his chief, to spurt cold 
Vichy water on the head of an hysteric. In the other, 
he feels as disappointed as the patient, (with a severe 
agarophobia) when told by Dejerine that she simply 
must have courage. And there are many interesting 
sidelights on the personalities of leading figures in 
American psychiatry of the past half century. Obern- 
dorf also essays a critical evaluation of some of the 
more recent trends in psychoanalysis, as well as an 
appraisal of Freud and his work, and an estimate of 
the overall value of psychoanalytic therapy in the 
author's experience. To this reviewer the candor of 
his evaluation is an engaging feature of the book. In 
an early chapter he gives a number of interesting 
quotations from precursors of Freud (among them 
Oliver Wendell Holmes, to a study of whose novels 
Oberndorf devoted an earlier book) which tends to 
place Freud’s thinking in historical perspective. In 
numerous places he refers to the limitations of psycho- 
analysis, but in a summarizing appraisal he states his 
belief that, “no one can honestly doubt that psycho- 
analysis, since its introduction into America fifty years 
ago, has added each year to its credit a very great 
number of cures that prior to its advent would have 
resisted less understanding and intensive individual 
therapies.” 


146 











DEATHS 





DR. W. C. ROGERS 


KINGSTREE, March 8—Dr. Wilson Chalmers 
Rogers, 67, died at his home here following a short 


illness. 

After graduation he practiced medicine in the Dun- 
barton community for two years and then returned to 
his home in Indiantown. 

For 40 years he served the people of his com- 
munity, practicing medicine until his death. 


DR. P. H. CULBREATH, JR. 

Dr. Paul Hayne Culbreath, Jr., 48, died April 5. 

Dr. Culbreath was a general practitioner and sur- 
geon. He was graduated from Furman University and 
the Medical College of South Carolina at Charleston. 
He taught at the Medical College several years. He 
also practiced medicine in Ellenton for 17 years. He 
joined the staff at the State Hospital in 1952, where 
he served until his recent illness. 








DR. WILLIAM A. WOODRUFF 
Dr. William A. Woodruff, 77, Woodruff’s oldest 


physician, died at his home after a week’s illness, 
following a heart attack. 


Dr. Woodruff was a native of Woodruff, which was 
named for one of his ancestors. 

After graduation from the South 
in Columbia, now the University, 
medical degree from the South 
lege in Charleston in 1905. 

Dr. Woodruff settled at Cateeche in Pickens County, 
where he practiced for 15 years. He then returned to 
Woodruff, where he has made his home since. 

Dr. Woodruff has been a member of the board of 
trustees of the Medical College of South Carolina since 
1920, with the exception of two years, hn was made 
an honorary member several years ago by an act of 
state legislature, with all the privileges of the regular 
trustees. He served two years in the state legislature 
from Spartanburg County. 

Other positions held by him include president of 
the Pickens County Medical Association, past president 
of the Spartanburg County Association and former 
president of the 4th Medical Association, composed of 
Greenville, Spartanburg, Pickens and Oconee coun- 
ties. He was a member of the American Medical Asso- 
ciation. 


Carolina College 
he received his 
Carolina Medical Col- 





DR. LUTHER W. BOGGS 

Dr. Boggs had been in declining health for several 
weeks, and his death occurred at his home on Paris 
Mountain Sunday. He was a native of Pendleton, a 
son of the late F. C. and Hattie Watkins Whitten 
Boggs. 

Dr. Boggs was a graduate of the Medical College 
of South Carolina at Charleston, and further pursued 
his studies at the Methodist Hospital, in Brooklyn, 

He moved to Greenville in 1919 and had lived 
there ever since, except for two years spent in Battle 
Creek, Mich. 

He was a member of the American College of Sur- 
geons, the American Medical Association and the 
Greenville County Medical Society. 





DR. RICHARD G. CHRISTOPHER 
Dr. Richard G. Christopher, 90, retired physician of 
Landrum, died March 20 after several months of de- 
clining health. 


DR. DAVID ROSS KENNEDY 
Dr. David Ross Kennedy, 58, well known 
and a former resident of Due West, died at 





hysician 
is home 
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in Paducah, Ky., March 23 following a sudden illness. 


DR. JAMES HENRY MOORE 
Dr. James Henry Moore, 87, died at a hospital in 
a Ga., after several years of declining 
health. 
Doctor Moore, born and reared in ne, N. C., 
was a graduate of Emory Medical School. He prac- 
ticed at Whitmire a noe Me of years. 








NEWS 


ALPHA OMEGA ALPHA 

The recently installed Alpha Chapter of South Caro- 
lina of the National Alpha Omega Alpha Honor Medi- 
cal Society inaugurated its first annual Alpha Omega 
Alpha Lecture, on April 13, 1954, at 8:00 p. m., in 
Baruch Auditorium in Charleston. 

To begin this series the Alpha Omega Alpha Chap- 
ter at the Medical College of South Carolina invited 
Dr. Wilburt C. Davison, Dean of Duke University 
School of Medicine, to address the Medical College 
student body and the Charleston County Medical 
Society on the subject of Sir William Osler. 

Dr. Davison is a most eminent pediatrician and 
medical educator. He is a native of Michigan, was 
educated at home and abroad being graduated from 
Princeton, Johns Hopkins Medical School and Oxford, 
England where he was a Rhodes Scholar. His 
academic career has been divided between Johns 
Hopkins and Duke, where he has been Professor of 
Pediatrics and the first and only Dean of the School 
of Medicine. He has been the author of numerous 
articles and books on pediatrics and medical educa- 
tion. His talk on Sir William Osler finds him particu- 
larly qualified for this subject since, as a Rhodes 
Scholar at Oxford University, he knew Sir William 
Osler personally. 

Following the lecture the Alpha Omega Alpha 
Chapter initiated its mew members at a banquet. 

Alpha Omega Alpha Initiates 
SENIOR STUDENTS 
Raymond Edward Ackerman 
Ezra Kenneth Aycock 
James Earl Barnett 
William McKendree Barr 
William Hall Lee, Jr. 
Wendell Mitchell Levi, Jr. 
JUNIOR STUDENTS 
Joseph Ocran Beasley, Jr. 
Walter Morse Bonner, Jr. 
Margaret Bowen DeVore 
ALUMNI 
William Weston, 1897 
W. A. Smith, 1910 
Ben H. Wyman, 1915 
T. A. Pitts, 1916 
Leon Banov, 1917 
O. B. Chamberlain, 1918 
J. I. Waring, 1921 
R. L. Crawford, 1923 
Lawrence P. Thackston, 1924 
Mitchell I. Rubin, 1925 
Wyman King, 1927 
Webb Haymaker, 1928 
Cecil Wittson, 1931 
Tom Peery, 1932 
Frederick Dudley, 1938 
H. R. Pratt-Thomas, 1938 
Pearce Bailey, 1941 
Howard Holley, 1941 
Claude-Starr Wright, 1942 
Pete C. Gazes, 1944 
HONORARY 
R. P. Walton—graduate of University of Chicago 





THe JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


WILLIAMSBURG COUNTY MEDICAL 
SOCIETY 


March 3, 1954 

The Williamsburg County Medical Society met at 
the A & J Restaurant, Hemingway, South Carolina, 
for its quarterly meeting on March 3, 1954. 

After a delicious dinner, the following business was 
transacted. Dr. J. G. Ulmer was elected President. Dr. 
V. L. Bauer was re-elected Secretary and Treasurer. 
Dr. Paul S. Watson of Kingstree, was elected delegate 
to the South Carolina Medical Association with Dr. 
J. C. Montgomery of Kingstree as alternate. The So- 
ciety also voted to put the magazine “Todays Health” 
in all High Schools of the county, colored and white. 
“Todays Health” is a publication put out by the Amer- 
ican Medical Association which publicizes accurately 
all new developments in the field of medicine in a 
language that can be understood by students and 
average lay people. It also stresses the positive pro- 
gram of the medical profession to provide ania’ 
care to every person in the United States regardless 
of financial status. 

The meeting was adjourned after a round table dis- 
cussion on the South Carolina Medical Association 
convention to be held at Myrtle Beach in May. 

V. L. Bauer, M. D. 
Secretary & Treasurer 


The Frank Hilton McLeod Memorial Scientific 
Assembly was held on March 18, 1954 at Florence, 
South Carolina. 

The program included the following papers and a 
dinner at the Florence Country Club. 

. Post-operative Fluid Balance Dr. James Allen 
. Parenteral Fluids in Children Dr. Walter M. Hart 
. Safeguards and Pitfalls in Treating 

Injuries of the Upper Extremity 

Dr. George R. Dawson, Jr. 

. Clinical Pathological Conference Dr. D. J. Greiner 
Cardiac Surgery Dr. Otto C. Brantigan, 
Professor Thoracic Surgery, Univ. of Maryland 


oOn~ 


~ 


The Coastal Medical Society met at Summerville on 
March 18th. Dr. S. Edward Izard of Charleston gave 
an address on “Arthritis.” 


Dr. Mike Watson plans to come to Bamberg upon 
> oc, of his internship at a Toledo, Ohio, hos- 
pital. 


Dr. Ernest G. Edwards, who has been practicing in 
Savannah, Ga., for the past two and a half years, has 
opened an office at 1512 Gregg Street, Columbia for 
the practice of orthopedics. 


Dr. Julius C. Burge has opened an office in York for 
the practice of general surgery. He will also be asso- 
ciated with Divine Saviour Hospital. 


G. L. Cunningham, administrator of the Chester 
County Hospital, has announced that Dr. C. D. Leigh, 
surgeon, has arrived in Chester and started practice. 

Doctor Leigh is a native of Valdassa, Ga., and was 
graduated from the University of Pittsburgh in 1940. 
He served his internship at the Allegheny General Hos- 
pital in Pittsburgh. 





CHESTER MEDICAL CENTER 
Chester's newest medical center, the Palmetto 
Clinic, has been opened in a modern new building on 
Columbia Street by Dr. Joe S. Redding and Dr. Harry 
G. Bagby. 


HINSON IS HONORED BY COUNTY 
DOCTORS 


Dr. Angus Hinson was elected president of the 
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York County Medical Society at a 
March 5 at Park Inn Grill. 

Other officers named were Dr. Grover C. Sheppard 
of Fort Mill, vice-president, and Dr. Thomas E. Fitz 
of Rock Hill, secretary and treasurer. 


held 


meeting 


Dr. Philip K. McNair, Jr., has recently returned 
from Washington, D. C., where he successfully com- 
pleted oral examinations qualifying him as a member 
of the American Board of Pediatrics. 


BIRMINGHAM, Ala., March 8—The president of 
the Southeastern Surgical Congress said today “99.44 
per cent of our me »mbers, at le sast, are innocent” of fee 
splitting and “ghost surgery. 

Dr. J. R. Young, of Anderson, S. C., made the com- 
ment in an address opening a four-day meeting of the 
group. About 1,000 surgeons were in attendance. 


A. D. CUDDS NOTE 50TH ANNIVERSARY 

Dr. and Mrs. A. D. Cudd were honored Tuesday, 
March 16, on their golden wedding anniversary 

More than 200 guests called during a reception 
held at their home. 

Dr. Cudd, who celebrated his 82nd birthday has 
yracticed medicine in Spartanburg for 58 years, and 
< been active in civic and professional organizations. 
He was co-founder of Good Samaritan Hospital, one 
of the forerunners of Spartanburg General Hospital. 

INMAN PROJECT HONORS DOCTORS 

Members of the Town Council have named the new 
housing project on Church St. Thompson-Miller 
Homes in honor of the late Dr. George E. Thompson 
and Dr. C. J. Miller who practiced medicine here for 
many years. 

Dr. and Mrs. T. G. Goldsmith, Dr. Thomas Parker 
and Dr. Keitt Sunith of Greenville attended the 11th 
annual meeting of the Association of American Physi- 
cians and Surgeons at the Hotel Heidelberg, Jackson, 
Miss., April 1-3. 

Dr. Goldsmith, president of the association delivered 
his report Thursday at the noon meeting. 


PACOLET MILLS COMMUNITY HONORS 
DR. DENNIS HILL 

More than 500 persons assembled in this prosperous 
textile community to pay tribute to Spartanburg 
County’s Doctor of the Year for 1953—Dr. Robert 
Dennis Hill. 

Persons from Pacolet Mills, surrounuing areas and 
Spartanburg paid homage to Dr. Hill, a general prac- 
titioner at Pacolet for 27 years, during a reception 
held for him at the Girls Club at Pacolet Mills. 

Proof that Dr. Hill has served his community well 
during his long service record was evident by the 
number of persons who called to wish him well He, 


with the exception of a few years has been the Paco- 
let section’s only doctor within a 10-mile radius. 
To most of the residents in the community, Dr. Hill 


has not only been their physician, he has been their 
family counselor with a willing ear for all their prob- 
lems and troubles. 

Dr. Hill was named Doctor of the Year at the an- 
nual meeting of the Spartanburg County Medical So- 
ciety in mid-December. He is the fifth physician to be 
selected for the honor. 


DR. ERGAS ASSUMES SUPERINTENDENCY 
OF CANNON HOSPITAL 

The superintendency of Cannon Memorial Hospital, 

Pickens, on been assumed by Dr. J. S. Ergas, a 

native of Chile, who received his M. D. degree from 

the University of Geneva School of Medicine and has 

done postgraduate work at a number of universities. 
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A new, modern office building being built for. Dr. 
John D. Thomas, Jr., on the lot adjoining the Loris 


Community Hospital means better medical service for 
the people of Loris and the surrounding area. 


Dr. my McKnight Timmons, Columbia oto- 
laryngologist, read a paper on “The Role of Plastic 
Surgery in the Restoration of Normal Function of the 
Nose” before the Columbia Medical Society. 


CHARLESTON POLIO VACCINE TRIALS 
BEING PLANNED 

The president of the Charleston County Medical 
Society said that the organization’s membership will 
be canvassed for volunteers to participate in forth- 
coming trials of a polio vaccine among second grade 
school children. 

Dr. Leon Banov said that a number of doctors vol- 
unteered their services at a meeting of the medical 
society. These, plus those aneand, will provide 
sufficient number to carry out the immunizations, Doc- 
tor Banov said. 

The medical group already has given its unqualified 
endorsement of the vaccine trials. 

Doctor Banov, County Public Health Director, who 
will supervise the immunization of 4,000 school chil- 
dren in the county, said today that the starting time 
for the inocculations will depend upon availability of 
the serum. 


$65,000 OCONEE HEALTH CENTER TO BE 
COMPLETED BY APRIL 15 

Oconee County’s public health unit personnel hope 
to be operating .from their new headquarters soon. 

The $65,000 Oconee County Health Center, located 
on South Broad Street less than 200 feet from the 
courthouse is expected to be completed by April 15. 
The Health Department will move all its offices to 
the new building immediately thereafter 


SOUTH CAROLINA SURGICAL SOCIETY 

The South Carolina Surgical Society met in Rock 
Hill on March 18 and 19. Thirty-four of the forty-two 
members of the Society were present. The opening 
session was held on the evening of March 18 at the 
Andrew Jackson Hotel with a dinner followed by an 
address by the guest speaker, Dr. Porter P. Vinson, 
Professor of Endoscopy, Medical College of Virginia, 
Richmond. His topic was “Appraisal a Surgical Pro- 
cedures Employed in the Treatment of Esophageal 
Lesions.” The following morning an operative clinic 
was held at the St. Phillips Hospital by the Rock Hill 
members of the Society. Following this, scientific 
apers were presented at the York County Hospital 
the Rock Hill members of the Society. Two new 
members were elected to the organization, Dr. Robert 
Hagerty of Charleston and Dr. Irving Trencher of 
Spartanburg. New officers elected for the coming 
year are as follows: Dr, William C. Cantey, Columbia, 
President; Dr. Edward Parker, Charleston, Vice-Presi- 
dent; Dr. J. Robert Thomason, Greenville, Secretary 
and treasurer. 


WHITTEN VILLAGE BILL IS APPROVED 

The State Training School for Mentally Deficient 
Children at Clinton gets a new name, Whitten Village, 
under a bill gaining final passage in the General As- 
sembly. 

The school was renamed after its long-time super- 
intendent, Dr. B. O. Whitten. 

Sen. Baskin of Lee County, chairman of the Senate 
Medical Affairs committee which proposed the meas- 
urse, said the purpose is “to give the children at the 
school the fooler that they are residing in a com- 
munity or village rather than a state institution. 


He called the change “a very, very wise move,” and 
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added that choice of name was logical because of Dr. 
Whitten’s long service. 


Dr. George Wilkinson, of Greenville, was the 
featured speaker at the recent meeting of the Ander- 
son County Medical Society at the Country Club. 


Dr. W. C. Bolt is president of the society. 


Spartanburg’ s Board of Health by a 6 to 3 vote has 
again gone on record against fluoridation of this city’s 
water supply. 

As in the past, Dr. Sam Orr Black, board chairman, 
was principal spokesman for the opposition, while 
doctors and dentists—both groups locally, state-wide 
and nationally approve the move—spoke in favor. 
They are Dr. John M. Morgan, Dr. Higgins and Dr. 
J. G. Park, dentists; and Dr. George Price, Dr. Charles 
H. Poole, Dr. Earle Poole and Dr. George Dean 
Johnson, physicians. 


A NEWSPAPER TRIBUTE TO 
DR. GRADY CALLISON 


The record established by the Health Department 
last month in serving no less than 12,000 individuals 
who called is one of those things that almost falls in 
the realm of a “believe it or not. 

However the fact that you did perform that feat 
not only establishes a new mark for service rendered, 
but also reveals something of the vital importance of 
public health work in our community. 

After having met that emergency in such fine shape 
the community can look forward with more confidence 
to the protection that it can anticipate, should some 
real health emergency threaten. 

In the meantime, you and all of your staff are to be 





congratulated for the magnificient manner in which 
you met the February challenge. 

I know that it must have meant long hours, missed 
lunches, and no recreation at all for the entire or- 
ganization. 

But you have, without doubt, grown in the esteem 
of those you serve. 

Colonel Anderson 





MEETINGS 
ANESTHESIOLOGISTS MEET 
The South Carolina Society of Anesthesiologists had 
their regular quarterly meeting at the Prince George 
Hotel in Georgetown on the week-end of February 
Members present were: Dr. John M. Brown, Dr. 
Richard Sachem, Dr. John Doerr, Dr. West Simmons, 


Dr. Charles Poole, Dr. George L. Timmons, Dr. Rich- 


ard Edmondson, Dr. Kenneth Bray, Dr. Kenneth 
Boniface. 
The Society enjoyed a week-end meeting, the mem- 


bers being accompanied by their wives. We had a 
deep sea fishing trip on Saturday, which was not very 
productive of fish but very productive on good fellow- 
ship. On Sunday the Society held a business and 
scientific session. Dr. Kelley McKee of the Medical 
College of South Carolina addressed the Society on 
certain pulmonary function tests. 

George L. Timmons, Secretary 


The Southeastern Section of the Society for Experi- 
mental satay and Medicine met at The Medical Col- 
lege of South Carolina January 22 1954. The program 
included papers by Drs. P. C. Gazes, Vince Moseley, 
R. A. Howell. K. J. Boniface, J. M. Brown, and R. P. 
Walton 








WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. David A. Wilson, Greenville, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, 8. C. 








STUDENT .LOAN FUND OFFICERS 

The officers of the Student Loan Fund are the 
following: 

Chairman: Mrs. David Adcock, 3325 Monroe, Col- 
umbia, S. C. 

Co-chairman: Mrs. Sam O. Black, Jr., 
Dr., Spartanburg, S$. C 

Treasurer: Mrs. Harry Davis, Jr., Sumter, S. C. 

The officers of the Jane Todd Crawford Memorial 
Nurses’ Loan Fund are the following: 


197 Park Hills 


Chairman: ae Alton Brown, 904 Myrtle Drive, 
Rock Hill, S 
oe Mrs. L. P. Thackston, Orangeburg, 


. <. 
Treasurer: Mrs. J. W. Tucker, 139 Janeway, Green- 
wood, S. C. 





A. M. E. F.—WHY??? 

The medical schools of our country are badly in 
need of funds, and we of the profession are asked to 
help. The money for their continued operation must 
be found, and it can come only from government or 
private sources. Where federal subsidies are given, 
federal control always follows. Hoping to keep the 
medical schools free of government domination, the 


American Medical Association set up the American 
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Medical Education Foundation several years ago. 
Each Auxiliary member is asked to contribute some- 

thing to the fund this year, no matter how small. In- 
dividual ifts can be deducted from income tax under 
the usual limitations set by the Bureau of Internal 
Revenue. Many Auxiliaries have presented a memorial 
to honor some distinguished local physician. Auxiliaries 
can raise money by fashion shows, bridge parties, 
teas, or box suppers. Gifts may be earmarked for any 
particular school or put into the general fund for equal 
distribution to each of the 79 accredited medical 
schools. 

Mrs. J. Harry Rogers, Atlanta 

Southern Regional Chairman AMEF 





DOCTORS DAY LUNCHEON 
SOUTHERN MEDICAL AUXILIARY 
Mrs. A. T. Burnside of Columbia, Doctors Day 
Chairman, presided over the Doctors Day Luncheon 
held at the Atlanta Athletic Club during the con- 
vention of the Southern Medical Association and its 
Auxiliary in October. The Rev. John McSween 
from Clinton, S. C. gave a delightful talk. Dr. William 
L. Pressly, of Due West, S. C. and Dr. J. M. Travis, 


of Jacksonville, Texas, were honor guests. 
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THE TEN POINT PROGRAM 


M. L. MEADORS, EXECUTIVE SECRETARY AND COUNSEL 





MEDICAL PUBLIC RELATION 
The text of my remarks and one which sums up the 
state of our medical public relations, is a quotation of 
that sterling Stevenson's “Treasurer 
Island,” Billy Bones, who says, “Doctors is all swabs.” 
Many of us have been increasingly disturbed of 
late by a deterioration of medical public relations. 
Painfully concrete evidence of this is the skyrocketing 
of your professional liability insurance rates because 
of an increasing recourse to litigation by malcontents. 
Pro Bono Publico writes more frequently and acridly 
in the Letters to the Editor columns of the press de- 
crying some real or fancied dereliction by the medical 
profession. To their credit our own medical journals 
have been foremost in condemning fee splitting, ghost 
surgery, and exorbitant fees, but these efforts to chean 
our own house have been taken up by the few sensa- 
tion-seeking members of the press and their yelping 
has resounded out of all proportion to the true state of 
affairs. Politicians in seeking a scapegoat often singled 
out the cost of medical care as a chief cause of the 
high cost of living. It is natural that their allegations 
find ready credence with many. 





character in 


Sickness and accidents are destructive and often 
catastrophic evils, inconvenient, disheartening, and 
expensive to the afflicted, and although the doctor 
may aid in the recovery or give comfort, he is never- 
theless associated in the mind of the patient with a 
calamity. In only a few instances, as when a man gets 
new vision by glasses or a mother leaves a hospital 
with a baby in her arms, does the physician seem at 
best to do anything but return the patient to his for- 
mer state. There is nothing to show for the receipted 
doctor’s bill but a memory of an unpleasant episode. 
In fact “doctors” bills” has become a term which in- 
cludes hospital expenses, drugs, roses for the sick 
room, and even loss of income while laid up. Of all 
these, however, the doctors’ have been the slowest to 
rise in cost, and are proportionately less than ever. 

Although the chance of recovery and speed of re- 
turn to good health have been miraculously increased 
in the past generation out of all proportion to the 
total medical expense and especially to the doctor's 
charge, this is forgotten in the general discontent with 
his economic plight. What better whipping boy than 
Medicine? And it is only fair to say that in some in- 
stances the strokes are merited. 

This public dissatisfaction with our craft is not 
new. Permit me another quotation: “Medicine is the 
most distinguished of all the arts but through the 
ignorance of those who practice it, and of those who 
casually judge such practitioners, it is now of all the 
arts the least esteemed. The chief reason for this error 
* Address by Dr. Alfred L. Potter, President, to the Providence 


Medical Association, January 4, 1954. (Reprinted by per- 
Island 


mission of the Author and the Editor, from Rhode 
Medical Journal, February 1954.) 
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seems to be this: Medicine is the only art which our 
states have made subject to no penalty save that of 
dishonour, and dishonour does not wound those who 
are compacted of it.” This modern sounding comment 
was written more than 2,300 years ago and is ascribed 
to that Greek physician, Hippocrates, to whose oath 
most of us subscribed when we became doctors of 
medicine. In this same writing, “Law,” he outlined the 
requirements of a practitioner of the art naming 
natural ability, place of instruction, instruction from 
childhood, diligence, and Time. Like wine and cheese 
a good doctor takes time in the making. 

Of these Hippocratic requirements the possession 
of natural ability is determined by the student’s own 
insight, by the competition of premedical training, and 
by the gantlet of aptitude tests and interviews which 
the candidate must survive. With this natural ability, 
with the opportunity to study medicine, and with 
diligence the student becomes a doctor of medicine, 
and on fulfilling the legal requirements is licensed by 
the state to practice medicine, to deal with life and 
death, to give counsel in some of the most profound 
human relationships, to be trusted as few men are. 
Probably a higher proportion of these young men, 
these newly licensed doctors, meet these tremendous 
tests which life will hold for them than does any other 
group of men. 

The physician has a position which is unique in the 
trust, responsibility, and almost veneration which is 
given to the good doctor. His personal freedom and 
self employment are blessings known to few thes¢ 
days, although when the demands are great that these 
are blessings may seem debatable. This freedom and 
honor entail inescapable duties. Some forget this and 
accept the one but not the other. 

We are doctors of choice, our own choice. The prac- 
tice of medicine is still a calling, a consecration. Prob- 
ably for this reason in the more than 2,300 years since 
Greek medicine advanced the art beyond the realm 
of the magician and the priest, there have been no 
penalties to keep the erring physician in order except 
an unwritten code of good form and the physician’s 
own associates and guilds. It is not for the mercenary. 
All the great medical discoveries have been freely 
given to the world, to all doctors without copyright 
or profit. There are no national boundaries in medi- 
cine. Of all professions it alone strives to eliminate 
the source of its livelihood, to wipe disease, accidents, 
and human suffering from the face of the earth. 

In the nature of things some doctors will fail to 
live up to their early ideals, some will become greedy, 
dishonest, unethical in their relations with their fellow 
doctors and with the public. To deny this would be to 
place man as high as the angels. What licensing board 
can foresee the future of the candidate? Which of 
these young doctors will stagnate, never be better 
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Normal Colon 


Ulcerative Colitis 


Atonic Colon 


Smoothage and Bulk in Correcting Constipation 


To initiate the normal defecation reflex, 
the ““smoothage” and bulk of Metamucil® provide 
the needed gentle rectal distention. 


; the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents. 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon”’ syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 

Metamucil is supplied in containers of 4, 8 and 
16 ounces. It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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than the day he hung out his shingle? Which of these 

bright young men will develop mental aberrations, 
subclinical psychopathic tendencies which may not 
be overt enough to incapacitate but which will com- 
pletely alter his outlook on society? Economic pressure 
may force some to sell out. His own health, physical 
or mental, may prevent his holding to the true course. 
As in Hippocrates’ time, so today, dishonor is the only 
penalty for this. But dishonor by whom? 

There has not been and there is not now an author- 
ity empowered to reappraise, warn, or when proper, 
deprive these failures of their privilege to continue to 
practice, unless they really break the law and are 
convicted. Only other doctors can appraise the pro- 
fessional competence of a doctor, but unless a man 
may fail of promotion or be dropped from the staff of 
a hospital, professional incompetence is not penalized 
except as reflected in his practice. He may continue to 
beguile a gullible public which is often unable to 
choose between the good and the bad doctor, and he 
may be a success economically. The public cannot 
judge, and ethics has properly sealed our lips as far 
as any criticism of the individual by individual doctors 
is concerned. A serious breach of ethics might deprive 
a doctor of his medical society membership, but un- 
less he commits a felony such as drug peddling or 
commits an abortion, which under our rules of evi- 
dence is almost impossible of conviction, his license 
to continue in practice is not revoked. Once licensed, 
his position seems impregnable, and as for dishonor, 
as Hippocrates said, it does not wound those who are 
composed of it. 

“An olde Proverbe says, 
That byrde ys not honest 
That fouleth hys own nest.” 

Like the cuckoo, which lays its eggs for other birds 
to hatch, these parasites are a burden on all honest 
doctors. We have protected these birds beyond all 
reason, we have condoned their malfeasance, and, tu 
depart from our ornithological metaphor, now these 
few rotten apples in the barrel have given all the 
apples the same bad odor. 

In 1816, Stephen Decatur proposed a toast: “Our 
country; in her intercourse with foreign nations may 
she always be in the right, but our country right or 
wrong.” This has seemed to be our attitude toward 
every doctor, good or bad. I like better a change made 
by Carl Schurtz in Congress in 1872, “Our country, 
right or wrong: when right to be kept right, when 
wrong to be put right.” Doctors have always been 
clannish, have a language of their own, live lives 
different from other men, and seem to go to great 
lengths to protect the erring guild brother from cen- 
sure or discipline. It seems to me that we are now 
under a greater obligation than to a craft or guild. We 
are not in the Middle Ages. We must be citizens first 
of all and must stand up and be counted on the side 
of right. 

Only his fellow doctors, it seems to me, can 
properly judge, and either condemn or exculpate a 
doctor. It seems that some procedure could and should 
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be found to discipline those few who prostitute our 
calling and bring us all into disrepute with the public, 
those few who falsify disability and insurance claims, 
give questionable evidence in drunken driving charges, 
who charge excessive fees, who operate for minimal 
indications, who split fees by some subterfuge or other 
and who are unethical in their relationships with other 
doctors, It is difficult for our association to be at once 
the prosecuting attorney, judge and jury. Your Com- 
mittee on Ethics and Deportment is a most important 
way of getting redress of grievances by the public and 
by other doctors except for outright civil and criminal 
cases. It is a potent force for good in public relations, 
and the difficult unseen work of this committee merits 
our gratitude. It should be given more power and 
should be resorted to more often. Our Committee on 
Public Information is helping the press to know us 
better, and makes it easier to meet the proper demands 
of the press. 

No Hogarth or Rowlandson now caricatures our 
profession, no Voltaire or Moliere holds us up to pub- 
lic scorn. Compared to them our present day critics 
are Lilliputian. It is interesting that we of later genera- 
tions see that much of that harsh criticism was de- 
served. It may be so of us. We must realize that our 
emotions are stirred and that we are not impartial 
judges of the comment of our day. The press does 
praise our good works when it merits praise. And 
Stevenson who made Billy Bones say, “All doctors is 
swabs,” wrote a tribute to our profession which puts 
us on so exalted a plane that we cannot read it with- 
out inward think of 
being written of the medicine, 


embarrassment unless we 


its 
great men in the 
Lazears, the Noguchis, the Schweitzers. 

He wrote: “There are men and classes of men that 
stand above the common herd: the soldier, the sailor, 
and the shepherd not infrequently; the artist rarely; 
rarelier still the clergyman; the physician almost as 
a rule. He is the flower (such as it is) of our civiliza- 
tion. Generosity he has such as is possible to those 
who practice an art, never to those who drive a trade; 
discretion tested by a thousand secrets, tact tried in 
a thousand embarrassments; and what are more im- 
portant, Herculean cheerfulness and courage.” 

That would have been a good peroration but I 
should not close leaving you smugly self-satisfied. 
Stevenson lived before our age of specialization, and 
he wrote those words not of the doctors in the lab- 
oratory carrying out the necessary and complicated 
techniques which have been the glory of and have 
brought the successes of modern medicine, nor of the 
specialists, necessary because of the increased com- 
plexity of our art, but about the doctor he knew, 
whom we call the “family doctor.” He was the doctor 
most of us looked up to when we were young. There 
is a move to modernize this term, family doctor, as 
being old fashioned, by calling him “personal physi- 
cian.” In his own self-depreciating way he used to 
call himself, “just a family doctor,” and the thought- 
less accepted his self disparagement. The only good 
thing about this term, personal physician, lies in its 
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recognition of the need and yearning which the pa- 
tient feels for someone who will give him a continuing 
close doctor-patient relationship and will take on that 
unbroken mutual responsibility and affection. The 
general practitioner, the family doctor, had a most 
important advantage. He had a mutual acquaintance 
with, a neighborly understanding of, the daily lives of 
his patients, their antecedents, their everyday prob- 
lems. A term has been coined to express a truism which 
the old doc took for granted, “Psychosomatic,” which 
reminds us that the patient’s emotions, worries, joys, 
disappointments, and fears are reflected in his bodily 
functions and physical ills. Our old-fashioned doctor 
was able to treat the whole man because he knew the 
whole man. He lived with him, watched him and his 
children grow up, was part of his community and his 
life. 

The patient realizes the occasional need of a special- 
ist in special circumstances, but resort to such counsel 
should not be, as it too often is, the unguided decision 
of the patient. The vast majority of ailments can be 
cared for by the good general practitioner. Too few 
people when well and of calm mind elect and select 
a doctor, a family doctor, a general practitioner, a 
personal physician to guide them in their medical 
problems. We should all encourage the public to re- 
turn to this ideal. We should restore the prestige of 
the family doctor. 

It is heartening to find more and more often among 
the medical students of today this aspiration to be 
good well-rounded general practitioners, eager to 
make their weight felt as doctors and citizens, to lead 
a full life. 

This brings up another point in public relations. As 
citizens I believe doctors have been derelict. Their 
advantages of education and public trust should re- 
quire them to take the leadership in public service 
in at least those fields touching medicine in which it 
is expected that doctors should be deeply concerned— 
air pollution, the condition of our parks and recreation 
centers, juvenile delinquency, the contamination and 
filthiness of our rivers, waterfronts, and beaches, con- 
tamination of shell-fish and other foods, and an interest 
in our educational problems. The doctor must come 
down from his ivory tower into the streets and market 
place. He must become the outstanding citizen he 
used to be and again take part in neighborhood activi- 
ties, local politics, the church, and education. 

In conclusion, to try to regain the good medical 
public relations which the past generations of doctors 
enjoyed: 

1. We must return to the ideals which were ours 
when we entered Medicine; we must rededicate our- 
selves to service. 

2. We must more closely follow the letter and the 
spirit of our professional code of ethics both as to 
fellow doctors and the public. It was designed for the 
welfare of the public, the patients. 

3. We must be less resentful of honest criticism and 
look for its causes. 

4. We must protect the public and ourselves from 
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the doctors among us who are not worthy of their call- 
ing by bringing our own delinquents before boards of 
review. 

5. We must help the general practitioner to be 
better recognized by the public, and restore him to 
his irreplaceable place in Medicine. 

6. We doctors must write and enforce stricter laws 
of conduct than the law currently demands or the 
pressure of public opinion will make the law take 
over. 


AN INVITATION TO FRANK DISCUSSION 

Dr. W. L. Portteus, Franklin, Ind., has prepared 
and gives to all his patients, a small six-page folder 
containing a frank explanation of services and fees. 
The same message which appears on the A. M. A. 
plaque inviting patients to discuss these matters is 
carried on the cover page of the folder. This and the 
text of the remaining five pages of the folder reads as 
follows: 

To All My Patients .... 

I invite you to discuss frankly with me any 
questions regarding my services or my fees. 
The best medical service is based on a 
friendly, mutual understanding between phy- 
sician and patient. 

As Your Physician—I believe the misunderstandings 
about the payment of medical bills can be avoided if 
fees and services are discussed in advance. 

It is always my intent to explain fully to each pa- 
tient—but there may be occasions when I may not 
fully anticipate the questions which may be foremost 
in your mind. I hope this pamphlet will assist you in 
having a better understanding of my services and fees. 

If There is Doubt—in any manner in your mind 
about the charges for your care, please ask me. We 
will both benefit by a frank discussion, and I want 
you to feel free to discuss your financial situation with 
me, if such is your desire. 

My Fees are Based—not only on the time spent 
with you and the nature of your illness, but also upon 
the time which will be required in making necessary 
arrangements for your surgery, and the care required 
until you are again well and feeling like yourself. 

So You May Understand—better the cost of your 
care, and know of the many details involved in pre- 
paring or and providing the best care, I ask that you 
read carefully the following. If you have any questions 
after you read this pamphlet—please remember, I 
want you to ask me so a complete understanding may 
be had. 

Your Care Will Require the Services of a Team— 
Surgical treatment requires the services of a team of 
highly trained specialists—all skilled in your particular 
responsibility. Not only will I, as your physician, be 
in attendance, but also a surgeon, an anesthetist, sev- 
eral nurses and in some cases an assisting surgeon. 

Costs vs. Security—For your security many ex- 
aminations and tests will be made. Guess work has 


been removed in giving you the best medical care in 
the world today. Laboratory tests and x-rays may be 
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needed to determine the reactions of your body and in 
helping to establish a diagnosis. Also, in case extra 
blood is required, this too, will be on hand for im- 
mediate use and many other security measures which 
you may not see—or these, there will be charges. 

The Hospital—will bill you for the services fur- 
nished by the hospital. These usually include your 
room, board, nursing care, laboratory tests, x-ray, use 
of operating room (which includes payment for 
sterilization both prior and following your surgery, of 
the room, garments, uniforms, linens, instruments, 
etc.) They will usually bill you for oxygen, drugs and 
other hospital services administered while you are a 
patient. (The number of laboratory tests and x-rays 
will vary according to the type of case and unforseen 
complications and usually it is not possible to give 
you an exact estimate on these items. ) 

Your Surgeon—who is highly skilled and well- 
trained, and who will be in charge of your surgery 
will bill you for his services. 

The Anesthetist—who has had special training in 
administering the modern anesthetics, will 
charge for his services. The charge which will be 
shown on your hospital bill for anesthesia is for the 
materials used and appliances furnished by the hos- 
pital and does not include the physician’s fee. 

The Assisting Physician—In most cases of: surgery 
an assisting physician or surgeon is required. While 
this may seem unnecessary, and added expense—it is 


many 


for your protection. Added skilled assistance makes 
for speedier and safer surgery. You will be billed for 
this service. 

Your Insurance Plan—If you have a hospital and 
surgical insurance plan it should be carefully studied 
in order that you will know in advance how much of 
your total bill you insurance will cover. I will be glad 
to help you prepare an estimate of your total charges 
as well as how much of these charges your insurance 
will provide for. I would suggest that you bring your 
policy with you for this discussion. 

Your Family Physician—As your family physician 
my charges will include: my services rendered prior 
to your entering the hospital; the calls I will make on 
you while you are hospitalized, which may be only 
one or several in a twenty-four hour period; the time 
and expense of making arrangements for your surgery 
and hospital admission and for the care required in 
your illness until you are enjoying a good recovery. 

I may be the anesthetist or the assisting physician 
during your surgery. 

It is Difficult—to explain every move and every 
service which is necessary to provide this care for you 
and keep it in brief form. I hope you will find this 
helpful in giving you a better understanding of the 
services which you will receive and the charges for 
these services. 

Again, I invite you to discuss these matters with 
me, frankly, as it is my desire that you have complete 
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information and understand fully all details in our 
caring for you. Sincerely, 


W. L. Portteus, M. D. 





THE LEGACY OF A GREAT PHYSICIAN 
Walter Cane, M. D. 

Edward D. Spalding, M. D., Editor of the Detroit 
Medical News, a brilliant clinician and a forthright 
leader of the medical profession in his city, in his 
state, and in the nation, was shot and killed when 
leaving his office to attend the December 1953 meet- 
ing of the A.M.A. House of Delegates in St. Louis. 
It was Monday, November 30, and on the same day 
the Detroit Medical News received from “Ed” 
Spalding the following article for publication. It ap- 
peared on the Editor’s Page of its December 7, 1953 
issue,—on the opposite page was his obituary, show- 
ing their, and our irretrievable loss. Prepared as a 
simple editorial, the (following) words have become 
this great man’s legacy to the medical profession, his 
parting words. 





The Manners of the Profession* 

Today a great deal of money and effort is being 
spent on “public relations” to create a better feeling 
toward the Doctor. But every physician in his own 
office has within his power many times each day, the 
most effective instrument of all to create and sustain 
a favorable attitude toward the profession. If this is 
properly used, counter-influences will be of slight 
avail—and if not so employed, all other efforts will 





amount to little. 

The cornerstone on which all medical practice rests 
is that of personal service; intelligent and kindly in- 
dividual attention. Medicine as a science has made 
prodigious strides in the last half century, and yet it 
seems the more we progress as scientists the more im- 
personal we become. These two attitudes however 
are in no sense incompatible, and proficiency in the 
one in no way requires neglect of the other. 

One starting point of this unfortunate and wrong 
attitude on the part of many doctors is in the medical 
school itself. The young men on entering are con- 
tinually presented with the abstract facts of ad- 
vancing medical science, but litthe attention is given 
to their basic application for the relief of human ills. 
The patients in the wards are just so many exhibits 
of this or that interesting pathological condition—ex- 
amples of problems in perverted physiology waiting 
to be solved. The human element is largely overlooked. 
So when the young physician starts in practice, un- 
less he has preserved a basic feeling of service to his 
fellow man he soon finds himself engrossed in the 
economic problems of making a living, and com- 
mercialization of his practice is a very easy transition 
unless his basic ideals have been soundly established. 

In years past when the apprentice system prevailed, 
the young physician starting out had more of an op- 





(NOTE: The above is too fine to escape the attention of 
any physician. The circumstances of its original publication 
are outlined in the following, which appeared over its re- 
print in the Nassau Medical News, February, 1954.) 
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portunity to observe the professional habits of h 
senior colleagues in their dealing with patients, an 
their manners developed through long years of prac 
tice. Today the medical student is first saturated wit 
all the latest scientific developments pumped int 
him in medical school. He is then presented wit 
thousands of proprietary medications furnished hi: 
by the pharmaceutical houses, delivered with all th 
pressure of modern advertising. It is no wonder tha 
soon he is apt to find himself doing a “land-offic 
business” on a purely commercial level. 

But this is not the practice of medicine as it should 
be. In the conduct of a practice the physician, in ad 
dition to his intelligence and scientific skill, should 
give something of himself to each patient whom hi 
serves—a kindly personal human interest. This is th: 
in the bread that makes the whole loaf of 
scientific knowledge rise, and without which technical 
facts become cold fare indeed. It is the lack of just 
this element which is one of the fundamental faults 
of the medical profession today, and the reason for 
much of the social unrest and 


leay en 


dissatisfaction with 
medical service as it is now offered. 

The remedy lies not in public propaganda, pub- 
lished articles, and radio broadcasts, but in the con- 
sulting room of every doctor, and how he deals with 
each and every patient that he sees. 





WHITTEN VILLAGE 
B. O. Whitten, M. D., Superintendent 
Clinton, S. C. 

Institution with above title has good 
position to offer as Clinical Director to 
young, capable physician, preferably a 
South Carolinian but not necessarily. 
Person logically succeeds to Superinten- 
deney in few years, or refuses that 
office at his diseretion. Anyone inter- 
ested, communicate with the under- 
signed. 

B. O. Whitten, M. D. 
Superintendent 
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